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vPreface
The Commonwealth Fund Commission on a High Performance Health System is pleased to 
present the report, Organizing the U.S. Health Care Delivery System for High Performance, which addresses 
fragmentation in the U.S. delivery system, a problem that leads to frustrating and dangerous patient 
experiences, medical errors, poor overall quality of care, and an emphasis on intense, often redundant or 
unnecessary medical encounters and interventions over higher-value primary care. The report describes the 
characteristics of high performance health care and offers policy recommendations for achieving greater 
organization and higher performance.
In August 2006, the Commission released its first report, Framework for a High Performance Health 
System for the United States, which outlined its vision of a uniquely American, high performance health 
system offering high-quality, safe care; access for all people; efficient, high-value care; and the capacity 
needed to improve. In subsequent reports, Why Not the Best? Results from a National Scorecard on U.S. Health 
System Performance and Aiming Higher: Results from a State Scorecard on Health System Performance, we found 
that on each major dimension of health system performance, the nation falls far short of what is achievable, 
and that performance varies widely. In an effort to find solutions, the Commission in November 2007 
issued A High Performance Health System for the United States: An Ambitious Agenda for the Next President, 
which outlined five key strategies for change: ensuring affordable coverage for all; aligning incentives and 
instituting effective cost control; providing accountable, coordinated care; aiming higher for quality and 
efficiency; and ensuring accountable leadership.
Organizing the U.S. Health Care Delivery System for High Performance expands on the 
recommendations provided in Ambitious Agenda, focusing on the delivery of care. This report identifies 
six attributes for an ideal health care delivery system: information flow to providers and patients through 
electronic health record systems; care coordination and care transition support; peer accountability and 
teamwork among providers; easy access to appropriate care; accountability for the total care of the patient; 
and continuous innovation to improve quality, value, and patient experiences. To move our fragmented 
delivery system toward this ideal, the Commission recommends payment reforms: bundled payment systems 
that reward coordinated, high-value care and expansion of pay-for-performance programs to reward 
high-quality, patient-centered care; patient incentives to choose to receive care from high-quality, high-
value systems; regulatory changes that remove barriers to clinical integration; accreditation programs for 
organized delivery systems; changes in provider training; government support to help facilitate organization 
where necessary; and an acceleration in the adoption of health information technology.
We should no longer tolerate the outcomes of our fragmented health care system. We hope that 
this report will inform and encourage policymakers and other stakeholders to work toward reforming 
fundamentally the way our health care system is organized in order to achieve high performance.
James J. Mongan, M.D. Stephen C. Schoenbaum, M.D.
Chairman Executive Director
The Commonwealth Fund Commission on a High Performance Health System
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execUtive SUmmary
Health care delivery in the United States has long been described as a “cottage industry,” 
characterized by fragmentation at the national, state, community, and practice levels. There is 
no single national entity or set of policies guiding the health care system; states divide their 
responsibilities among multiple agencies, while providers practicing in the same community and 
caring for the same patients often work independently from one another. Furthermore, the fragile 
primary care system is on the verge of collapse. This report from The Commonwealth Fund 
Commission on a High Performance Health System examines the problem of fragmentation 
in our health care delivery system, particularly at the community level, and offers policy 
recommendations to stimulate greater organization.
The fragmentation of our delivery system is a fundamental contributor to the poor overall 
performance of the U.S. health care system. In our fragmented system:
patients and families navigate unassisted across different providers and care settings, •	
fostering frustrating and dangerous patient experiences;
poor communication and lack of clear accountability for a patient among multiple •	
providers lead to medical errors, waste, and duplication;
the absence of peer accountability, quality improvement infrastructure, and clinical •	
information systems foster poor overall quality of care; and 
high-cost, intensive medical intervention is rewarded over higher-value primary care, •	
including preventive medicine and the management of chronic illness.
how Do We Want health care to Be Delivered?
If we do not want the status quo, how do we want health care to be delivered? The Commission 
has identified six attributes of an ideal health care delivery system, each of which has been 
demonstrated to be an important driver of high performance:
Patients’ clinically relevant information is available to all providers at the point of care and 1. 
to patients through electronic health record systems.
Patient care is coordinated among multiple providers, and transitions across care settings are 2. 
actively managed.
Providers (including nurses and other members of care teams) both within and across 3. 
settings have accountability to each other, review each other’s work, and collaborate to 
reliably deliver high-quality, high-value care.
xPatients have easy access to appropriate care and information, including after hours; there 4. 
are multiple points of entry to the system; and providers are culturally competent and 
responsive to patients’ needs.
There is clear accountability for the total care of patients.5. 
The system is continuously innovating and learning in order to improve the quality, value, 6. 
and patients’ experiences of health care delivery.
is it achievable?
After identifying these six attributes, we examined 15 diverse health care delivery systems. From 
the case analyses, four important lessons emerged:
Our ideal delivery system is achievable; existing delivery systems have many of the key •	
attributes we have identified.
There is more than one way to organize providers to achieve those key attributes, ranging •	
from fully integrated delivery systems and large, multi-specialty group practices to looser 
forms of organization such as private networks of independent providers (e.g., independent 
practice associations) and government-facilitated networks of independent providers.
Although there are diverse approaches, some form of organization (i.e., established •	
mechanisms for working across providers and settings) is required to achieve these 
attributes. This finding is consistent with the literature, which suggests that greater 
organization is associated with better quality and, to some extent, greater efficiency.
Leadership is a critical factor in the success of delivery systems.•	
getting the care We Want: Policy recommendations
Despite the potential benefits, the financial, regulatory, professional, and cultural environments 
act as barriers to organizing health care delivery. Policy interventions are needed for this critical 
component of health system reform. The policy recommendations below would promote greater 
organization of the delivery system to achieve gains in the quality and value of care. In proposing 
these policies, we are guided by two principles:
The policies should move the system toward achievement of the attributes of the ideal 1. 
delivery system we have identified.
The policies should allow for diverse models of organization to achieve these attributes, 2. 
explicitly recognizing that different regions of the country may require different 
arrangements.
No single policy will fix the fragmentation of our health care system. Rather, a 
comprehensive approach is required—one that might lead progressively to greater organization 
and better performance. We recommend the following strategies:
xi
Payment reform. •	 Provider payment reform offers the opportunity to stimulate greater 
organization as well as higher performance. The predominant fee-for-service payment system 
fuels the fragmentation of our delivery system. We recommend that payers move away from 
fee-for-service toward bundled payment systems that reward coordinated, high-value care. In 
addition, we recommend expanding pay-for-performance programs to reward high-quality, 
patient-centered care. The more organization in delivery systems, the more feasible these 
payment reforms become (Exhibit ES-1). These payment reforms also could spur organization, 
since they reward optimal care over the continuum of services. Specifically, we believe that:
Full population prepayment—a single payment for the full continuum of services for o 
a given patient population and period of time—should be encouraged. Such payments 
should be adequately risk-adjusted to avoid adverse patient selection. If full population 
prepayment is not feasible, payers should encourage:
Global case payments for acute hospitalizations. Ideally, such payments should 	
bundle all related medical services from the initial hospitalization to a defined 
period post-hospitalization (including preventable rehospitalizations). These 
payments also should be risk-adjusted to avoid adverse patient selection. 
Alternative payment structures for primary care. Primary care practices that 	
provide comprehensive, coordinated, patient-centered care (e.g., certified 
medical homes) should be offered an alternative to fee-for-service payment. 
Promising alternatives include comprehensive prepayment for primary care 
services or fee-for-service payments plus a per-patient care management fee.
Exhibit ES-1. Organization and Payment Methods 
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Pay-for-performance should be expanded. The more bundled the payment mechanism, o 
the higher proportion of the payment should be tied to performance. These programs 
should migrate away from measures that focus on individual processes in a single 
provider setting (e.g., hemoglobin A1C testing rates for patients with diabetes) toward 
broader measures of quality, such as clinical outcomes (e.g., blood pressure control or 
hospital readmission rates), care coordination, or patient experiences.
Medicare should support further demonstration projects that test innovations in o 
payment design and care delivery.
Patient incentives. •	 Patients should be given incentives to choose to receive care from high-
quality, high-value delivery systems. This requires performance measurement systems that 
adequately distinguish among delivery systems.
 
regulatory changes. •	 The regulatory environment should be modified to facilitate clinical 
integration among providers. 
accreditation. •	 There should be accreditation programs that focus on the six attributes of 
an ideal delivery system we have identified. Payers and consumers should be encouraged 
to base decisions on payment and provider networks on such information, in tandem with 
performance measurement data.
Provider training.•	  Current training programs for physicians and other health professionals 
do not adequately prepare providers to practice in an organized delivery system or team-based 
environment. Provider training programs should be required to teach systems-based skills and 
competencies, including population health, and be encouraged to include clinical training in 
organized delivery systems. 
 
government infrastructure support. •	 We recognize that in certain regions or for specific 
populations, formal organized delivery systems may not develop on their own. In such 
instances, we propose that the government play a greater role in facilitating or establishing 
the infrastructure for an organized delivery system, for example through assistance in 
establishing care coordination networks, care management services, after-hours coverage, health 
information technology, and performance improvement activities.
health information technology. •	 Health information technology provides critical 
infrastructure for an organized delivery system. Providers should be required to implement and 
utilize certified electronic health records that meet functionality, interoperability, and security 
xiii
standards, and to participate in health information exchange across providers and care settings 
within five years.
conclusion
Our fragmented health care delivery system delivers poor-quality, high-cost care. We cannot 
achieve a higher-performing health system without reorganization at the practice, community, 
state, and national levels. This report focuses on the community level, for which we have identified 
six attributes of an ideal delivery system. Our vision of health care delivery is not out of reach; 
some delivery systems have achieved these attributes, and they have done so in a variety of ways. 
We can no longer afford, nor should we tolerate, the outcomes of our fragmented 
health care system. We need to move away from a cottage industry in which providers have no 
relationship with, or accountability to, one another. Though we acknowledge that creating a more 
organized delivery system will be difficult, the recommendations put forth in this report offer a 
concrete approach to stimulate greater organization for higher performance.
1Organizing the U.S. health care Delivery SyStem  
fOr high PerfOrmance
i. BacKgrOUnD
Health care delivery in the United States has long been described as a “cottage industry,” 
characterized by fragmentation at the national, state, community, and practice levels. Despite the 
federal government’s role as the single largest payer for health care, there is no national entity or 
set of policies guiding the health care system.1 States divide their responsibilities among multiple 
agencies, while providers practicing in the same community and caring for the same patients often 
work independently from one another. Furthermore, the fragile primary care system is on the 
verge of collapse.2 This report focuses on the organization of health care delivery at the local level, 
considering the relationships among physicians, hospitals, and other providers in a community. Not 
surprisingly, fragmentation at this level is often reflected in patients’ experiences, as illustrated in 
the fictional cases that follow:
Frank, a 67-year-old male with Medicare fee-for-service coverage, was admitted 
to the hospital for an acute exacerbation of heart failure. During the week following his 
discharge, he tried to schedule a visit with his primary care physician (PCP), as he thinks 
he was told to by the hospital staff, but he somehow let it slip. Six weeks after he left the 
hospital, his shortness of breath was getting worse—he could barely make it across his 
bedroom without stopping to rest, and stairs were out of the question. During Frank’s first 
post-hospital visit with his PCP, she could not find a copy of his hospital discharge summary 
in the stack of papers that make up his chart. When Frank shows her the medications he was 
discharged with, she becomes frustrated and worried because she cannot reconcile them with 
the medications from her primary care clinic’s chart. Fearing that she cannot safely stabilize 
Frank at this point, she chooses to readmit him to the hospital.
There are two clear shortfalls in Frank’s case: the lack of care coordination and support as 
Frank made the transition from hospital to home, and the information gaps in the paper medical 
records in his PCP’s office. Although discouraging, Frank’s case is typical. Among Medicare 
beneficiaries, 17.6 percent of hospitalizations result in a readmission within 30 days and, of those, 
about 75 percent are potentially preventable.3 Hospitals only provide a simple intervention—
giving written discharge instructions for heart failure patients—to about two-thirds of U.S. 
patients; far fewer hospitals provide a full care transition program.4 The lack of coordination 
between hospitals and ambulatory care teams is exacerbated by the scarcity of electronic medical 
records, making tasks such as medication reconciliation more difficult. As of early 2008, less than 
15 percent of physicians used electronic medical records in ambulatory care settings.5
2Sally is a 42-year-old woman with type 2 diabetes who faithfully sees her internist 
several times a year. Each time, she complains of a new ache or pain, which then becomes 
the focus of the visit. Her doctor is a solo practitioner, whose primary interactions with other 
physicians are during occasional grand rounds and medical staff meetings at the local hospital 
and a week-long educational conference every few years. One day, the doctor receives a letter 
from Sally’s insurance company saying that, in the past two years, she has not had several 
of the screening tests that are recommended for diabetics, including screenings for kidney and 
eye disease that can be long-term complications of diabetes. The doctor knew that these were 
recommended tests for patients with diabetes. When he reviewed Sally’s medical record, it took 
him 15 minutes to confirm that she in fact had not had these tests in over two years.
Sally’s doctor is trying his best, and his knowledge of the basic management of diabetes 
is up-to-date. Yet, he missed two important tests for Sally—a common occurrence. According to 
data published in 2006, among commercially insured diabetes patients, only 55 percent had the 
recommended eye exams or tests for kidney complications.6 The critical factor in this doctor’s 
error of omission is that he did not have a system in place for tracking and delivering appropriate 
care. This could have been addressed by participation in a quality improvement initiative, or 
implementation of an electronic medical record system with disease registries, care reminders, and 
clinical decision support. However, as a solo practitioner, this doctor is markedly less likely to take 
either of these steps than are physicians in larger practices.7
Trent is a 33-year-old investment banker who, apart from mild asthma, is fit and healthy. 
His asthma is usually well controlled with inhaled steroids and the use of his rescue inhaler about 
once a week. This winter, he caught a cold that had been going around his office, exacerbating the 
symptoms of his asthma. Although he could get by, he was very uncomfortable and relied on his rescue 
inhaler every four hours. He phoned his doctor’s office to try to get an appointment after work or on 
Saturday, but was frustrated because there was a wait of a few weeks for the limited times that the 
office had after-hours appointments. This being a very busy time at work, he didn’t want to take sick 
time to see his doctor during regular office hours, so he decided to “ride it out.” However, by Sunday, 
he had become increasingly uncomfortable. He tried calling his doctor’s office for advice, but he got an 
answering machine directing him to the emergency room for “medical emergencies.” Trent was not sure 
this qualified but, not knowing what else to do, he went to his local hospital’s emergency room. After 
waiting five hours to see a doctor, he was treated with an albuterol nebulizer, given a prescription for 
oral steroids, and sent home.
Like Frank and Sally, Trent’s experience is not uncommon. A recent survey of health care 
experiences found that 60 percent of U.S. patients found it difficult or very difficult to get care on 
nights, weekends, or holidays without going to the emergency room.8 Although Trent did not end 
3up hospitalized, this happens frequently among more fragile patients who do not have optimal care 
management and access to ambulatory services. The frequency of such “ambulatory care–sensitive” 
hospital admissions varies widely across the United States. For example, there is a fourfold 
difference between the top-performing and bottom-performing states in rates of admission for 
pediatric asthma, suggesting that many of these admissions could be prevented.
These three cases illustrate some of the shortfalls in our health care delivery system, 
reflecting its fragmentation and disorganization. If this is not how we want health care to be 
delivered, what do we want and how will we get it?
ii. hOW DO We Want health care tO Be DelivereD?
In a more organized health care delivery system, Frank, Sally, and Trent would have markedly 
different patient experiences:
During his hospitalization, Frank would be actively engaged in planning for his care after •	
discharge. His discharge plan would consider his medical needs, as well as needs for clinical 
nursing, physical therapy, and help with daily activities (e.g., cooking and cleaning). He 
would leave the hospital with clear instructions about how to manage his illness, and have 
an appointment with his primary care practice scheduled for soon after discharge. A nurse, 
physician, or other clinical care manager would check in with him on a daily basis for a 
few days after discharge. He might even be given equipment to let his care team remotely 
monitor his medical status. During his first post-discharge physician visit, the details of 
his hospitalization would already be in his electronic medical record, and his primary care 
team would have communicated with the hospital team to coordinate a treatment plan. 
Frank would have avoided another hospitalization, and enjoyed a better quality of life.
Sally’s physician and other office staff would have participated in a quality improvement •	
collaborative with other practices to improve their care management processes, and 
they would have an electronic health record (EHR) system to help optimally manage 
Sally’s care. The EHR would have reminded both Sally and her physician to have the 
recommended tests. In addition, Sally’s physician would be tracking over time performance 
indicators based on evidence-based clinical guidelines for all of his diabetic patients, and 
working with other practices to learn how to achieve benchmark performance. With better 
care, Sally would be more likely to prevent long-term complications associated with diabetes.
Trent would have been able to schedule an evening or weekend appointment when he •	
needed it. Although his regular doctor may not have been available every evening or on 
weekends, there would always be a physician or other clinician who has access to Trent’s 
4electronic medical records. Trent would have been able to avoid a costly emergency room 
visit and enjoy a quicker recovery from his asthma exacerbation.
In each of the cases, someone—a person, practice, or other organization—would be clearly 
accountable for the total care of the patient and would ensure that the patient receives high-
quality, patient-centered care. In short, an ideal health care delivery system would be organized to 
have the following attributes:
Patients’ clinically relevant information is available to all providers at the point of care and 1. 
to patients through electronic health record systems.
Patient care is coordinated among multiple providers and transitions across care settings are 2. 
actively managed.
Providers (including nurses and other members of the care team) both within and across 3. 
settings have accountability to one another, review one another’s work, and collaborate to 
reliably deliver high-quality, high-value care.
Patients have easy access to appropriate care and information, including after hours; there 4. 
are multiple points of entry to the system; and providers are culturally competent and 
responsive to patients’ needs.
There is clear accountability for the total care of the patient.5. 
The system is continuously innovating and learning in order to improve the quality, value, 6. 
and patients’ experiences of health care delivery.
Each of these attributes is discussed in more detail below.
attribute 1: Patients’ clinically relevant information is available to all providers at the 
point of care and to patients through electronic health record systems.
It is critical that providers have access to a patient’s full medical history at the point of care in order 
to deliver the most clinically effective and efficient care. To have this information available in real 
time, the most feasible approach is to implement interoperable electronic health record systems. 
Patients also should have access to their medical records, either through a portal to their provider’s 
EHR system or through a direct transfer of information to patients’ personal and portable health 
records. In addition to providing timely and relevant clinical information, EHRs have tools to 
support providers, including clinical decision support systems, reminders for preventive and other 
routine services, disease registries for population management, and e-prescribing.9 
Systematic reviews of the literature have demonstrated the potential for health information 
technology to transform the delivery of health care, making it safer, more effective, and more 
efficient.10 EHRs, when successfully implemented, improve the quality of care by increasing 
5adherence to clinical guidelines, enhancing providers’ capacity for disease surveillance and 
monitoring, and reducing medication errors.11 In terms of controlling costs, in addition to 
efficiencies gained from better care management and reduction of duplicative tests, EHRs can 
improve administrative efficiency. Practices that have implemented EHRs report savings from 
reduced transcription services, decreased labor and supply costs for chart maintenance and 
creation, and decreased physical space requirements for medical records.12 
attribute 2: Patient care is coordinated among multiple providers and transitions 
across care settings are actively managed.
As patients navigate through our health system, they see multiple providers (e.g., primary care 
providers and specialists, psychologists, social workers, and physical therapists) across different 
settings (e.g., hospitals and physician offices). It is therefore critical that their care is coordinated, 
and that transitions among care settings are actively managed. Without such management, patients 
are likely to be frustrated, medical errors are more likely to occur, and unnecessary or avoidable 
utilization of health care services will increase.
There is strong evidence that, if properly implemented, systems of care coordination 
could improve health outcomes and reduce costs, especially for patients with complex care 
needs. In North Dakota, MeritCare Health System and Blue Cross Blue Shield of North Dakota 
collaborated to conduct a chronic disease management (CDM) pilot program that linked diabetes 
patients to a CDM nurse in their primary care clinic. This team-oriented approach to coordinating 
diabetes care resulted in a significant increase in the receipt of recommended care and improved 
clinical outcomes, including better control of blood sugar and cholesterol, lower tobacco use, and 
decreased hospital admissions and emergency department visits. Total costs per member per year 
were $530 lower than expected in the intervention group, based on historical trends, saving an 
estimated $102,000 for 192 patients in the pilot.13
Geisinger Health System has used coordination within a primary care setting through its 
Advanced Medical Home program. There is great interest now in the “medical home” concept, 
which is an approach to providing primary care that is accessible, continuous, comprehensive, 
patient-centered, and coordinated. At Geisinger, patients at high risk for disease complications are 
assigned a nurse case manager, who is employed by the health plan but embedded as a member 
of the primary care team in local Geisinger clinics as well as non-Geisinger medical groups. The 
nurse care manager coordinates with patients’ primary care physicians to develop and carry out 
customized care plans, including instituting evidence-based protocols and conducting outreach 
and follow-up when appropriate. The nurse also ensures that all patients admitted to the hospital 
receive timely follow-up care after discharge and analyzes what happened if a patient has to be 
readmitted. The system has documented improvements in care processes and cost control, such as 
6savings of about $100 per member per month from reductions in avoidable hospital use among 
diabetes patients.14
As with care coordination programs, there is evidence that care transition programs can 
result in better outcomes and lower costs. In the Advanced Practice Nurse (APN) Transitional 
Care Model developed by Mary Naylor of the University of Pennsylvania, APNs follow up with 
hospitalized heart failure patients after discharge to provide customized care in their homes. 
A randomized clinical trial of this protocol revealed increased mean time to first readmission 
for the intervention group, compared with the control group, and significantly fewer total 
rehospitalizations and lower mean total costs at 52 weeks after discharge.15 Together, these changes 
resulted in a one-third reduction in total Medicare outlays.16 Similarly, Eric Coleman of the 
University of Colorado Health Sciences Center determined that patients and their caregivers 
who received tools and support from a nurse “transition coach” upon hospital discharge were 
significantly less likely to be rehospitalized.17 Using his Care Transitions Measure, Coleman 
demonstrated that hospitals that provide adequate information to patients on how to manage their 
conditions following discharge are significantly less likely to have patients return to the hospital or 
the emergency room for the same condition.18
attribute 3: Providers (including nurses and other members of the care team) within 
and across settings have accountability to one another, review each other’s work, and 
collaborate to reliably deliver high-quality, high-value care. 
In an ideal delivery system, providers both within and across settings would work together to 
reliably deliver high-quality, high-value care. In order for this to be effective, providers must 
develop accountability to one another. At a system level, accountability would be based on the 
notion of group responsibility and shared commitment to quality care. This would be evidenced 
in the performance improvement infrastructure, including peer review procedures, processes for 
sharing best practices, routine monitoring and feedback of provider performance, and monitoring 
of overall system performance.19 Collaborative efforts, supported by effective leadership and shared 
goals, result in better performance than that of providers working in isolation. For example, large 
physician groups generally perform better on measures of clinical quality than small physician 
groups (see Section Iv for additional discussion). 
In addition to having a performance improvement infrastructure, it is also important that 
providers offer team-based care. The Institute of Medicine identified the development of effective 
teams as one of the key challenges for the redesign of health care organizations, and 88 percent 
of Americans view doctors and nurses working as a team as an effective way to improve health 
care quality.20 For example, the IMPACT program, disseminated by the University of Washington, 
improves the quality and efficiency of care for patients with late-life depression through 
7collaborative teamwork. Under this model, a depressed patient’s primary care physician works in 
collaboration with a care manager (a nurse, psychologist, or social worker who may be supported 
by a medical assistant or other paraprofessional) to develop and implement a treatment plan. A 
consulting psychiatrist provides weekly caseload supervision to the care manager. If the patient’s 
condition does not improve (by at least 50 percent after 10 weeks), the consulting psychiatrist 
suggests treatment changes.21 In multiple studies, the IMPACT program has been shown to be 
significantly more effective than usual care for depression in a wide range of primary care settings. 
A randomized controlled trial found that 45 percent of IMPACT patients had a 50 percent or 
greater reduction in symptoms of depression after 12 months, compared with 19 percent of 
patients in the usual care group.22 IMPACT patients had lower-than-average costs over four years 
for all of their medical care, a total of approximately $3,300 less than patients receiving usual care, 
even taking into account the cost of the IMPACT program.23 
attribute 4: Patients have easy access to appropriate care and information, including 
after hours; there are multiple points of entry to the system; and providers are 
culturally competent and responsive to patients’ needs.
In a patient-centered health system, appropriate care should be easily accessible to patients. Beyond 
having health insurance coverage, patients should be able to access appropriate health care when 
it is convenient for them; that means offering same-day appointments for urgent care and office 
hours that extend beyond regular work hours. Providers should be culturally competent, too—that 
is, they should show respect for and demonstrate understanding of patients’ preferences and their 
cultural, social, and economic backgrounds. There should also be multiple ways for a patient 
to enter the health system, such as through convenient retail clinics or e-health visits, as well as 
through traditional primary care clinics. Finally, patients should have 24-hour access to clinicians to 
help them navigate the health system for urgent care needs.
There is evidence that patients who receive care in a setting that is well organized and 
offers enhanced access to providers (e.g., in a medical home) are more likely to get the care they 
need, receive reminders for preventive screenings, and report better management of chronic 
conditions than patients who do not receive regular care in such settings.24
attribute 5: there is clear accountability for the total care of the patient.
In our health care system, it is easy to imagine that no single physician, or entity, feels accountable 
for the total care of a patient, but only for the portion of care they directly deliver. Without 
accountability for total care, it is easy to ignore care coordination and care transitions (and 
risk having patients “fall through the cracks”), and to focus on high-cost, intensive medical 
interventions rather than higher-value preventive medicine and the management of chronic illness.
8In an ideal delivery system, some entity would be accountable for the total care of patients, 
across providers and care settings. The locus of accountability may be with an individual physician, 
a medical home, or the entire delivery system.
attribute 6: the system is continuously innovating and learning in order to improve 
the quality, value, and patients’ experiences of health care delivery.
In an ideal delivery system, providers and health system leaders would be continuously learning 
and applying their knowledge to improve the quality, value, and patients’ experiences of health 
care. Not only would innovation drive performance improvement for existing processes, but also 
new structures and models of care would be tested to deliver greater quality and value to patients 
(e.g., the disease management and care coordination models described above).
iii. iS it achievaBle?
Despite the overall fragmentation of the health care delivery system, there are pockets of 
innovation and high performance in the United States. The Commonwealth Fund, in partnership 
with Issues Research, conducted case studies of 15 diverse types of delivery systems that have 
been widely recognized as examples of high performance (see Appendix and Exhibit 1). The case 
studies examine the achievements of the delivery systems on the attributes we have identified for 
ideal health care delivery. The subjects range from fully integrated delivery systems such as Kaiser 
Permanente to large multi-specialty group practices such as the Marshfield Clinic to looser forms 
of organization such as Community Care of North Carolina. Even among the integrated systems, 
there was diversity with regard to public versus private systems, whether the system also included a 
health plan, and the contractual relationships among the partners.
Exhibit 1. Locations of Case Studies
9From the case analyses, four important lessons emerge:
Existing delivery systems have achieved many of the attributes of ideal health care delivery.•	
There is more than one approach to organizing providers to achieve these attributes (see box).•	
Although there are diverse approaches to organization, some form of organization (i.e., •	
relationship among providers with established mechanisms for working across providers 
and settings) is required to achieve these attributes.
Leadership is a critical factor in the success of delivery systems.•	
The following sections illustrate how the 15 delivery systems examined in our case 
studies achieved the attributes of ideal health care delivery. A summary of each health system’s 
performance on each attribute is found in the Appendix (Exhibit A2).
Patients’ clinically relevant information is available to all providers at the point of care 
and to patients through electronic health record systems.
In nearly all the delivery systems, providers use a shared electronic medical record. Lab results 
and other tests are available to all providers, regardless of who actually ordered the test. In some 
systems, such as the Group Health Cooperative, Henry Ford, Geisinger, and Kaiser, electronic 
medical records have portals to enable patients to access their medical information and make 
appointments online. The investment in these systems was substantial, both in terms of hardware 
and software costs as well as training and ongoing support of provider utilization. The resources 
were either a direct investment by the delivery system or, as in the case of Partners HealthCare, 
funded in part by a payer’s pay-for-performance program negotiated by the delivery system. In 
either case, organization was critical not only in getting providers to adopt electronic medical 
records, but also in creating infrastructure to enable information exchange.
Regional Health Information Organizations or Health Information Exchange Networks 
may be able to facilitate information exchanges among providers. However—given the demise of 
high-profile health information exchange efforts such as the Santa Barbara County Care Exchange 
and the slow adoption of EHRs by physicians not in large organizations—widespread use of EHRs 
with sharing of information among providers is most likely to occur in organized delivery systems.25
Patient care is coordinated among multiple providers and transitions across care 
settings are actively managed.
Organized delivery systems are working to ensure that patient care is coordinated and care 
transitions are managed. Several delivery systems, including Geisinger, Group Health Cooperative, 
and Henry Ford, are developing their primary care sites to be “medical homes,” or centers of care 
coordination for ambulatory patients. Intermountain Healthcare (IHC) emphasizes the central 
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Multiple Models of Organizing for High Performance
One important lesson from the case studies is that there are several ways to organize providers to achieve high performance. 
Below we identify four models. Although there are variations within these models, and many organizations cross categories, 
this categorization is useful as we consider policies to promote greater organization.
Model 1: Integrated delivery system or large multi-specialty group practice, with a health plan.
In this model, a single entity includes a delivery system (hospitals, physicians, and other providers) and a health plan. The 
insurance function gives it flexibility in organizing to deliver high-value care. This is the most common model among the 15 
case studies. However, only Kaiser Permanente is a closed model that exclusively serves patients who are members of Kaiser 
Health Plan. Others, such as Geisinger Health System, are open systems that serve patients both within and outside their 
health plans.
Founded in 1945, Kaiser Permanente (KP) is the largest nonprofit health maintenance organization (HMO) in •	
the United States, integrating care and coverage for 8.7 million members in eight regions. The organization has 
three separate, but cooperative, entities: Kaiser Foundation Health Plans, Kaiser Foundation Hospitals, and nine 
Permanente Medical Groups. These entities have their own governance and management structures and exist in a 
“partnership of equals” under exclusive and interdependent contracts. 
Founded in 1915, the Geisinger Health System is an integrated delivery system serving 2.5 million people in •	
northeastern and central Pennsylvania. It employs 12,000 people, including a multi-specialty group of some 650 
physicians. About 30 percent of Geisinger Clinic patients are enrolled in the Geisinger Health Plan. Likewise, about 
half of  The health plan’s 209,000 members have a physician in Geisinger-owned clinics. The health plan also contracts 
with more than 15,000 independent physicians and 80 community hospitals. 
Model 2: Integrated delivery system or large multi-specialty group practice, without a health plan.
In this model, a single entity includes a delivery system but no health plan. Examples of this model include the Mayo Clinic 
and Partners HealthCare.
Mayo Clinic is the world’s oldest and largest integrated multi-specialty group practice, serving about 520,000 patients •	
a year. From its roots in a 19th-century family practice, Mayo by the 1920s had developed into a private, nonprofit 
organization dedicated to patient care, research, and education with a salaried staff representing nearly every medical 
discipline. Today, Mayo Clinic is located in Minnesota, Florida, and Arizona. It employs 54,900 staff, including 3,400 
physicians and researchers. Mayo Health System is an affiliated regional system of clinics, hospitals, and nursing 
homes serving about 2.4 million patients in Minnesota, Wisconsin, and Iowa.
Founded in 1994, Partners HealthCare is a nonprofit organized delivery system serving more than 1.5 million patients •	
in greater Boston and eastern Massachusetts. The system includes two founding academic medical centers, four 
community and three specialty hospitals, community health centers, a physician network, home health, and long-
term care services. Partners Community Healthcare, Inc., contracts with over 1,000 primary care physicians and 
3,500 specialists. The network is organized into Regional Service Organizations (RSOs) ranging from a 10-physician 
group practice to a physician-hospital organization of more than 250 physicians. Within each RSO, physicians coordinate 
care for their patients and share financial risk against system-wide pay-for-performance goals.
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Model 3: Private networks of independent providers,  
such as an independent practice association (IPA) or virtual network.
In this model, a private association organizes multiple independent providers, or providers join together to share and coordinate 
services. An IPA usually contracts with insurance agencies to provide comprehensive health care services on a capitated basis, 
but makes fee-for-service payments to individual providers. The association or network may provide infrastructure services 
(e.g., performance improvement and care management) similar to those provided in Models 1 and 2. The Hill Physicians 
Medical Group and virtual networks in North Dakota are examples of this model.
Founded in 1984, the Hill Physicians Medical Group is an IPA based in northern California. It is owned by 236 •	
physicians and contracts with about 2,200 independent providers. Hill contracts exclusively with HMOs, and serves 
350,000 patients in its region, including 30,000 Medicare risk patients. This represents about 40 percent of  The 
participating physicians’ patient base.
Health care providers in rural North Dakota have established cooperative arrangements to provide local access •	
to quality care by sharing resources, expertise, infrastructure, and service delivery. For example, the Northland 
Healthcare Alliance is a network of 25 hospitals and long-term care facilities that develop and share services, 
such as a mobile magnetic resonance imaging service and grant development for community health centers. The 
Northwestern North Dakota Information Technology Network is developing electronic medical records to be shared 
by 11 hospitals. A Rural Mental Health Consortium provides onsite mental health services in remote areas through 
clinical nurse specialists. The North Dakota Telepharmacy Project and other networks extend the rural workforce 
to remote areas through electronic linkages, promote cooperation among providers, and enable patients to receive 
timely care without the burden of long-distance travel.
Model 4: Government-facilitated networks of independent providers.
In this model, government takes an active role in organizing independent providers, usually to create a delivery system for 
Medicaid beneficiaries. They may develop care coordination networks, provide information technology infrastructure, perform 
care management, or deliver other services characteristic of an organized delivery system. Community Care of North Carolina is 
an example of this model from the case studies. The Danish health care system provides an international example.
Founded in 1998, Community Care of North Carolina (CCNC) is a public–private partnership that provides key •	
components of a medical home and care management for more than 817,000 of the state’s Medicaid and SCHIP 
patients. CCNC is a community-based system of 14 regional networks, each of which is a nonprofit organization 
consisting of a partnership of local providers including hospitals, primary care physicians, and county health and 
social services departments. The state provides resources, information, and technical support. Physician fee-for-
service reimbursement is supplemented by a per-member per-month (PMPM) fee for case management. The 
regional networks also receive a PMPM fee to cover the cost of care management and network administration.
Denmark has a universal health insurance system that emphasizes patient-centered primary care. Physician •	
practices are private, earning fee-for-service payments plus a fee for serving as a patient’s medical home, while the 
government facilitates infrastructure that is essential for organization. There are organized after-hours services and 
a nationwide health information exchange maintained by an independent nonprofit organization. Ninety-eight percent 
of primary care physicians have paperless offices, and prescriptions, lab and imaging tests, specialist consult reports, 
and hospital discharge letters flow through a single electronic portal accessible to patients, physicians, and home 
health nurses.
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role of primary care physicians in managing patients’ care, enabling them to treat chronic illnesses 
in the context of broader health issues. For example, IHC instituted a mental health integration 
program in which behavioral health professionals support primary care teams in recognizing and 
treating patients with both physical and mental illnesses. At the Mayo Clinic, every patient is 
assigned a coordinating physician, whose job it is to ensure that patients have an appropriate care 
plan, all ancillary services and consultations are scheduled in a timely fashion to meet patients’ needs, 
and patients receive clear communication throughout and at the conclusion of an episode of care.
In the New York City Health and Hospital Corporation’s Queens Health Network, care 
managers dedicated to several different clinical areas or settings (e.g., the emergency department, 
diabetes, heart failure, or HIv) are responsible for identifying high-risk patients and coordinating 
their care across inpatient, outpatient, and community clinics, with the goal of preventing emergency 
hospital visits. These care managers operate under a cross-functional care management department.
Even in less-integrated systems, such as Community Care of North Carolina (CCNC), 
care management is critical. CCNC is a system of 14 regional networks, each of which is a nonprofit 
organization consisting of essential local providers, county health departments, and social services. 
CCNC networks rely on case managers, whose core processes are the same across all networks, to help 
identify high-risk patients, assist in disease management education and follow-up, help patients 
coordinate their care and access services, and collect data on process and outcome measures.
A systematic approach to coordinating patient care and managing transitions requires some 
organizing entity. The mechanism is apparent in a single organization such as an integrated delivery 
system, since a single organization housing multiple providers and care settings is responsible for 
all aspects of that patient’s care. Individual providers or small practices that seek to offer well-
coordinated care must establish multiple linkages with other providers and settings. These linkages 
are, in fact, the beginning of “organization.” 
Delivery systems that include health plans have financial incentives to provide care 
coordination and care transition services. To the extent that overall costs are reduced from fewer 
emergency room visits or hospitalizations, these programs offer a positive return on investment. 
However, the case studies revealed that even in cases where no direct incentives existed, exemplary 
organizations made significant investments in care coordination, presumably because they saw the 
need for such services for providing excellent patient care. 
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Providers (including nurses and other members of the care team) within and across 
settings have accountability to one another, review one another’s work, and work 
together to reliably deliver high-quality, high-value, care. 
Across the case studies, the delivery systems created a culture of quality in which providers had 
a sense of group responsibility and accountability to one another. At Kaiser Permanente, this 
fostered transparency, the sharing of performance data among peers, and the use of feedback as a 
driver of performance improvement. Kaiser Permanente physicians believe they are collectively 
and individually responsible for the quality and cost of care; they are stewards of both member 
resources and member health; and they are accountable to the health plan as full and equal 
partners. At Kaiser and other systems, shared accountability is reflected in robust performance 
measurement infrastructure as well as the aligning of incentives with performance goals. For 
example, HealthPartners has implemented a pay-for-performance program with their medical 
groups, Henry Ford has rewards and recognition programs for all staff, and Geisinger and Kaiser 
have a robust physician incentive program. 
Patients have easy access to appropriate care and information, including after 
hours. there are multiple points of entry to the system, and providers are culturally 
competent and responsive to the needs of the patient.
For example, Intermountain Healthcare extends access to underserved populations through 
community and school-based clinics, in addition to traditional primary care practices. HealthPartners 
reaches out to workers through their Well@Work workplace clinics. It is difficult to imagine 
how unrelated practices—those that are not part of a larger organized delivery system or active 
participants in an information exchange—could offer easy access to appropriate medical care, with 
multiple points of entry to the system.
Many of the delivery systems examined, including Group Health Cooperative, the 
Marshfield Clinic, and Denver Health, have reengineered their work processes to improve 
same-day access for their members, and most have 24/7 alternatives (e.g., call lines and urgent 
care centers) to emergency department care. Health information technology plays a key role 
in improving access to care. Electronic systems facilitate easier scheduling of appointments. In 
addition, systems such as the Henry Ford Health System’s interactive Web site, “MyHealth,” enable 
virtual medicine consults or “e-visits.” 
14
The Role of Retail Clinics
Retail clinics—clinics that offer a limited menu of medical services (such as the care of sore throats or routine 
immunizations) on a walk-in basis—deserve special mention because of  Their rapid proliferation in our health 
system.26 At first glance, it may appear that retail clinics further fragment our health care delivery system. Yet, that 
is not necessarily the case. Retail clinics, if part of an organized delivery system (e.g., Geisinger Health System’s 
“Careworks Convenient Healthcare” clinics), can promote easy access to care and greater efficiency. It is crucial to 
coordinate care provided by retail clinics with the care delivered by the patient’s larger delivery system. This is most 
likely to be achieved with a shared electronic medical record system.
On its own, organization does not necessarily foster cultural competency among individual 
providers. Still, large delivery systems or smaller systems linked through virtual networks or shared 
services agreements have the resources needed to develop culturally sensitive programs for diverse 
patient populations. With organizational commitment, such programs can be transformative. Kaiser 
has developed clinics for specific patient populations. At these clinics, patients communicate with 
their providers in their native language and staff members are aware of and sensitive to patients’ 
cultural backgrounds. New York City Health and Hospitals Corporation (HHC) meets the needs 
of patients speaking over 100 languages through central dispatch offices for interpretation services, 
supported by standardized medical interpretation training for 200 bilingual and multilingual staff 
and volunteers, as well as multilingual publications and signs. HHC’s Bellevue and Kings County 
Hospitals, as well as two large community-based ambulatory care centers, are piloting the use of 
remote simultaneous medical interpreting, in which a remotely located interpreter uses wireless 
technology to interpret between providers and patients. Initial results indicate the technology 
improves the privacy, speed, reliability, and efficiency of interpretation, compared with traditional 
interpretation methods, thereby reducing linguistic and medical errors and the length of visits.27 
there is clear accountability for the total care of the patient.
Although there are cases in which one of the delivery systems assigned an accountable physician 
(e.g., Mayo Clinic) or an accountable practice (e.g., Geisinger’s “Medical Homes”) for a patient, 
it may be more appropriate to say that each of the health systems assumed accountability for 
the patient. Even though patients move among different providers and across care settings, they 
generally remain within the health system. This arrangement is most explicit in the prepaid 
practices, such as Kaiser Permanente, as there is clear financial accountability for patients’ total 
care. However, the other delivery systems also assumed responsibility for patients, reflected in their 
efforts to coordinate care and manage care transitions.
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the system is continuously innovating and learning in order to improve the quality, 
value, and patients’ experiences of health care delivery.
The case studies found widespread evidence of innovation and continuous improvement. Not 
surprisingly, across many of the systems, electronic medical records play a critical role as enablers 
of performance improvement activities. For example, the Health and Hospitals Corporation uses 
health information technology to implement evidence-based practices through standing orders and 
routine screening protocols, while HealthPartners uses EHRs for clinical reminders and safety alerts. 
In addition to using health information technology, organized delivery systems take 
advantage of their scale and infrastructure to improve health care quality and value. For example, 
Intermountain Healthcare has adopted an overarching strategic plan called Clinical Integration 
that focuses on improving value in key work processes. The program is built on three pillars: 
integrated management information systems, an integrated clinical and operations management 
structure, and integrated incentives. Early on, they realized $20 million in cost savings from 11 
clinical improvement projects. Likewise, Denver Health seeks to continually streamline operations 
and eliminate waste for strategic “value streams”—such as access to care, inpatient flow, outpatient 
flow, operating room flow, and billing—with rapid-cycle improvement projects targeted at 
individual processes. Health Partners has a comprehensive model for improvement that includes: 
setting ambitious targets; measuring optimal care; reaching agreement on best care practices and 
support for improvement; aligning incentives; and ensuring transparency of results. At Scott & 
White in Temple, Texas, every major facility and clinic has a director of quality and a Quality and 
Patient Safety Council who report monthly to a system-wide Quality and Patient Safety Council 
led by the system CEO. The system-wide Council, on which four board members (including a 
layperson) serve, monitors quality across the organization. Any core quality measure not achieving 
90 percent becomes an organization-wide quality improvement initiative with a formally 
chartered team led by a physician and an operational leader.
Without an organizing entity, providers could certainly engage in performance 
improvement projects and take advantage of external resources (e.g., the Medicare Quality 
Improvement Organization program, Institute for Healthcare Improvement campaigns, or national 
quality improvement collaboratives), but they would lack the expertise and economies of scale that 
come from a larger organization. In addition, they would face enormous difficulties in working 
across provider settings, and would not be able to implement novel innovations such as the chronic 
disease management program in North Dakota or the Advanced Medical Home program at 
Geisinger, both described above.
In short, the cases illustrate that the care that we want—care that meets the six attributes of 
an ideal health care delivery system—requires organization.
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iv. What DO We KnOW aBOUt “OrganizatiOn”?
For the purposes of this report, we define “organization” as relationships among providers, with 
established mechanisms for communication or working across providers and settings. Although 
the case studies demonstrate that there are various effective approaches to organization, ranging 
from fully integrated delivery systems like Kaiser Permanente to looser networks of providers 
like Community Care of North Carolina, it is clear that some form of organization is required to 
achieve the attributes of an ideal health system we have identified.
 
The argument linking greater organization with higher performance is straightforward. 
Information should flow more easily among providers in an organized system than among 
unrelated providers. More organized systems are likely to have more resources and expertise to 
invest in infrastructure, ranging from health information technology to staff and processes for 
quality measurement and improvement activities, and be able to take advantage of economies 
of scale. Large organizations can create financial incentives for physicians to improve the quality 
of care. In organized systems, physicians and other health care providers should have easy 
access to colleagues for formal and informal consultation and sharing knowledge. As part of an 
organization, providers could hold one another accountable for delivering high-quality care.  An 
organized system also has the potential to efficiently allocate resources for the optimal care of  the 
patient. Finally, a more organized system should offer multiple points of access to care across the 
continuum of health services.
We reviewed the literature examining the relationship between various types of 
organization and performance on measures of clinical quality, efficiency, and patient experiences. 
Overall, the literature demonstrates that more organized systems generally perform better than less 
organized systems on measures of clinical quality, show promise for reducing health care costs, and 
have a mixed record in terms of patients’ experiences. It is also clear, however, that organization by 
itself does not necessarily lead to high performance.
Organization and Quality
There is a growing body of evidence published in the peer-reviewed literature that more 
organization is associated with higher quality. Beginning with the most basic level of 
organization—the formation of groups of physicians—large group practices perform better than 
solo practices. For example, large practices are twice as likely as small groups or solo practitioners 
to engage in quality improvement and utilize electronic medical records.28 They are also more 
likely to practice in teams, use performance and outcome measurement for quality improvement 
purposes, and provide preventive services than solo practitioners or small groups.29 Group practices 
have achieved better health outcomes as well: they have been shown to achieve lower mortality in 
their heart attack care than solo practices.30 Further, physicians in group practices perform better 
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on recertification tests than those in solo practice. Maintenance of board certification is voluntary, 
but there is evidence that certification correlates with better quality and outcomes and more 
reliable care, higher rates of preventive services, lower mortality in myocardial infarction and colon 
resection, and fewer low birth weight babies.31 
There is also evidence that relationships among groups are important. For example, 
physician group affiliation with networks is associated with higher quality, with the impact greatest 
among small physician groups.32 Independent practice associations (IPAs) are twice as likely to use 
effective care management processes as small groups with no IPA affiliation.33 
Finally, there is evidence that full integration may lead to even higher performance. For 
example, integrated medical groups in California achieve a higher level of clinical quality than 
IPAs. Leaders of integrated medical groups are more likely than IPAs to report using electronic 
medical records, following quality improvement strategies, and collecting patient satisfaction data.34 
Medical groups are also four times more likely than IPAs to offer health promotion programs.35 
Health maintenance organizations (HMOs) with group or staff model physician networks (i.e., 
large networks in which the physicians are employees or members of a partnership) tend to have 
higher performance on clinical measures than HMOs with independent physician networks.36
Organization and efficiency
There are few studies focusing on the relationship between organization and efficiency. Older 
studies have demonstrated that costs are about 25 percent lower in prepaid group practices than in 
other types of health plans, and a study of eight large, prepaid group practices found a physician-
to-population ratio of 22 to 37 percent below the national rate.37 A more recent study revealed 
that chronically ill Medicare patients in integrated delivery systems use significantly fewer patient 
resources in the last 24 months of life, compared with the national average, including fewer 
hospital days and ICU days. Total physician and hospital spending for patients in organized systems 
were 24 percent and 2 percent less, respectively, than other practices.38 
There has been more research showing that health care systems that emphasize primary 
care provide better outcomes at lower cost.39 In such systems, including prepaid group practices 
and integrated delivery systems with fee-for-service payer environments, Medicare beneficiaries 
have more visits with primary care physicians and fewer visits with specialists for each episode of 
care, spend fewer days in intensive care, and incur lower health care costs.40 A study comparing 
Kaiser Permanente to the British National Health Service illustrates this connection between 
primary care and efficiency. The study found that Kaiser achieved better performance outcomes in 
several areas for approximately the same cost per person. The authors attributed Kaiser’s superior 
efficiency to “integration throughout the system.” 41
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Organization and Patient experiences
Most studies show that, on average, prepaid group practices perform worse on measures of patient 
satisfaction than fee-for-service health plans.42 It is difficult to tease out whether this is related 
to the insurance function of prepaid group practices, or to characteristics inherent to organized 
delivery systems. In more recent cases, large group practices (e.g., Harvard vanguard Medical 
Associates in Massachusetts) have achieved high performance on measures of patient satisfaction, 
demonstrating that it is possible for organized systems to excel in this area.43 Integrated systems 
are more likely than solo practitioners to collect data on patient experiences and to base physician 
bonuses on patient satisfaction.44
A recent study by the Pacific Business Group on Health found that an intervention 
focused on improving doctor–patient communication, coordination of care, and access to care 
led to improvements in patient experience scores for communication and coordination of care 
items.45 This suggests that organized care settings can improve patients’ satisfaction by focusing on 
provision of patient-centered care.
Finally, there is evidence that patients desire more organized care, at least in theory. 
According to The Commonwealth Fund Survey of Public views of  The U.S. Health Care System, 
68 percent of Americans believe that patient care would improve if physicians practiced in groups, 
rather than on their own.46
v. trenDS in PhySician OrganizatiOn
Despite evidence that greater organization is associated with better quality and, to a lesser extent, 
greater efficiency, physicians have not been migrating toward more organized systems. For their 
part, patients generally have not been seeking out or demanding care from organized delivery 
systems. The proportion of physicians in small practices (with one to five physicians) is dropping. 
Yet, doctors are migrating toward mid-sized, single-specialty groups in which they can negotiate 
higher payments, concentrate capital, and selectively provide services that garner higher profit 
margins, rather than toward large, multi-specialty group practices or integrated delivery systems.47 
During the height of managed care in the mid-1990s, physicians began to aggregate 
into larger multi-specialty groups, independent physician associations, or physician-hospital 
organizations to achieve economies of scale and take advantage of  The referral benefits of having 
primary care physicians within the organization. At the time, large multi-specialty group practices 
experienced a number of advantages over other, smaller practices, including leverage with health 
plans and hospitals, economies of scale, improved physician lifestyle, and improved quality of care.48 
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While the general population reported fairly high levels of satisfaction under managed 
care, those with chronic illnesses (with greater exposure to utilization management) were much 
less satisfied with their care, compared with the prior fee-for-service environment.49 However, 
satisfaction varied with factors such as ownership status (i.e., nonprofit versus for-profit) and plan 
type (i.e., staff model versus discounted fee-for-service).50 By the late 1990s, initial consumer 
support for managed care, particularly the more restrictive forms, had declined as consumers 
worried that needed care might be withheld and wanted greater control over the health care 
options available to them. Researchers found that patients in managed care plans valued their 
primary care provider’s role as care coordinators, but wanted them to refrain from acting as 
gatekeepers to specialty care.51 Employers began to demand broad, almost universal choice among 
providers. The backlash resulted in marketplace, legislative, and legal reactions that altered the 
operations of most managed care organizations and HMOs. 
As managed care organizations and health plans reduced cost containment restrictions, 
large multi-specialty groups, IPAs, and physician-hospital organizations lost many of  The 
advantages that had brought them together in the mid-1990s. Physicians became more distant 
from hospitals and many stopped providing services they had provided traditionally, including 
emergency department call and service on hospital committees.52
On its own, the consumer backlash against managed care does not account for the increase 
of mid-sized single-specialty practices rather than larger, multi-specialty groups. Practice costs 
increased over this time but payment rates did not follow, creating incentives for physicians with 
fee-for-service payments to provide additional services and emphasize technology-dependent 
procedures rather than cognitive services. Other barriers to the success of integrated systems 
include failure to manage costs, conflicts between primary care providers and specialists, and 
uneven regulatory environments that place a greater burden on HMOs than on fee-for-service 
plans.53 Purchasers are also partially responsible for the limited presence of large multi-specialty 
group practices and integrated systems. Few employers provide incentives that would lead 
employees to choose more integrated systems.
Despite the trend of physicians moving away from organized delivery systems, some high-
performing organized systems have created an attractive work environment for physicians. For 
example, Kaiser Permanente reports having many more physician applicants than open positions, 
and is now considered a desirable place to work among physicians completing residency training.54 
Similarly, although patients have not been demanding care from organized delivery systems, 
it is clear that attributes of high-performing organized delivery systems, such as care coordination 
and widespread adoption of electronic medical records, are desired by patients.55 In addition, 
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as noted above, some large group practices, such as Harvard vanguard Medical Associates, have 
excelled in measures of patient experience. As we seek to create an environment that stimulates 
organization for high performance, it is important to derive lessons from these experiences to 
build support for organized delivery systems among providers and patients.
vi. hOW Will We get the care We Want?
In order to get the care we want, our fragmented health care system needs to be fixed. We have 
identified the key attributes of an ideal health care delivery system and demonstrated that more 
organization, while it may take diverse forms, is required to achieve them. At the same time, 
organization alone is inadequate to ensure high performance, especially in terms of efficiency and 
patients’ experiences. Therefore, policy interventions should focus on stimulating organization as 
an explicit path toward high performance. The policies fall into the following categories:
Provider payment reform•	 : Financial incentives are a powerful lever for changing 
provider behavior. For example, the introduction of the diagnosis-related group prospective 
payment system for hospitals resulted in a marked decrease in severity-adjusted length of 
stay overall. The predominant fee-for-service payment system facilitates our fragmented 
delivery system; financial incentives do not reward care coordination, efficiency, or high-
value care (see box). As a result, it often acts as a barrier to greater organization and more 
coordinated and efficient care delivery.
Patient incentives:•	  Financial incentives are also a powerful lever for changing patients’ 
behavior. For example, payer interventions such as provider-tiering (in which insurers offer 
lower copayments to encourage patients to choose providers deemed to be of higher value) 
and network narrowing (removing lower-quality or lower-value providers from a network) 
have been effective at getting enrollees to change providers. Currently, there are limited 
incentives to encourage patients to choose high-performing organized delivery systems.
regulatory changes: •	 The regulatory environment can either facilitate or act as a barrier 
to certain types of delivery system organization. The current regulatory environment does 
not encourage hospital–physician integration.
accreditation:•	  Accreditation programs may stimulate the growth of organized delivery 
systems as well as improve their performance, particularly if payers take these programs into 
account when making purchasing decisions.
government infrastructure support: •	 Even with appropriate incentives in place, there 
will be areas, particularly rural areas and other regions where small independent practices 
predominate, or for specific populations, in which formal organized delivery systems may 
not emerge. In such areas, government could facilitate the creation of shared organized 
delivery system infrastructure such as health information technology, performance 
improvement activities, care coordination networks, care management services, and 24/7 
access to services.
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Payment Reform and Organization
Payment reform is a key policy lever to stimulate greater organization for high performance. The predominant fee-for-service 
payment system supports the fragmentation of our delivery system. Under fee-for-service payments, in which every unit of 
service is reimbursed, the primary incentive for each provider is to produce higher quantities of care, without regard to the 
total costs of care. Under bundled payment systems, such as full prepayment for groups of patients, the primary incentive is to 
provide the most efficient care across providers and care settings, which generally entails activities such as care coordination, 
care transition support, and chronic care management. However, not all entities can accept bundled payment mechanisms. 
The relationship between organization and payment methods is depicted in Exhibit 2. 
As the delivery system becomes more organized (e.g., going from unrelated hospitals and small practices toward a fully 
integrated delivery system such as Kaiser Permanente), more bundled payment methods and robust pay-for-performance 
programs are feasible. However, not only are they more feasible, these payment systems should be more desirable for 
organized delivery systems also. Bundled payment methods reward care coordination and efficiency, which more organized 
delivery systems should be able to achieve. In addition, with greater organization, it would be possible to increase the percent 
of total reimbursement subject to pay-for-performance programs, and to focus these programs on clinical outcomes measures. 
Not only would this create incentives for high performance, but it also would counterbalance the risk that bundled payments 
would lead providers to deliver too few services. It is not feasible to implement these measures at the small provider level.
Exhibit 2. Organization and Payment Methods 
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Provider training:•	  Educational programs, including physician and other health 
professional training and continuing education, develop or enhance provider competencies. 
Currently, most programs do not teach providers how to successfully practice as part of 
an organized system. Rather, they tend to focus on silos in care (e.g., inpatient care). They 
do not emphasize competencies in skills such as coordinating care or working as part of a 
comprehensive care team.
Promoting health information technology: •	 Because the use of interoperable 
electronic health records is an important aspect of an organized delivery system, it may be 
reasonable to consider policy strategies that specifically encourage the adoption of EHRs as 
part of an overall strategy to promote organized delivery systems.
evaluating the Policy Options
In Exhibit 3, we examine policy options within each of the categories of policy levers. We discuss 
why each policy option would promote greater organization, highlight the pros and cons of each 
approach, and identify important issues that must be addressed. In Exhibit 4, we estimate the 
potential impact of each policy option on the six key attributes of an ideal delivery system. The 
estimated impacts of the policies noted in Exhibits 3 and 4 are not precise projections but instead 
indicate relative magnitudes of effect based on our expert opinion, experience, and evidence 
where available. In Exhibit 5, we estimate the impact that each policy option would have in terms 
of stimulating the models of organization that we have identified as capable of achieving the 
attributes of an ideal delivery system. 
Overall, it is apparent from our analysis that there are several potentially effective policy 
approaches to stimulate organization for high performance, yet all entail significant challenges. In 
addition, it is clear that no single policy lever or approach will stimulate all six desired attributes. 
Further, we find that the different policy levers would have differential impacts in terms of 
stimulating the various models of organization. 
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Exhibit 5. Models of Organization and Potential Policy Levers for  
Stimulating These Models
The number of stars (1 to 4) indicates estimated importance of the levers; the text underneath refers to the relevant options for each lever.
Policy Levers
Models of Organization Payment Reform Patient 
Incentives
Regulatory 
Changes
Accreditation Government 
Infrastructure 
Support
Provider 
Training
Promoting HIT
Integrated delivery 
system or large-multi-
specialty group practice, 
with health plan
****
Expand P4P
Population 
Prepayment
Global Case  
payment
Medical home payments
***
Applied to 
delivery 
system
*** *** * ** **
Requiring HIT
Integrated delivery 
system or large multi-
specialty group practice, 
without a health plan
****
Expand P4P
Population  
Prepayment
Global Case 
payment
Medical home payments
***
Applied to 
delivery 
system
*** *** * ** **
Requiring HIT
Private networks of 
independent providers, 
such as IPAs
****
Expand P4P
Population  
Prepayment
Global Case  
payment
Medical home payments
**
Applied to 
network
**** ** ** * **
Requiring HIT
Providing HIT 
adoption support
Government-facilitated 
networks of independent 
providers
**
Medical home payments
**
Applied to 
primary care 
practice
* * **** ** ****
Requiring HIT
Providing HIT 
adoption support
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vii. POlicy recOmmenDatiOnS
The Commission on a High Performance Health System believes that addressing the 
fragmentation of the U.S. health care delivery system is a critical element of health reform, one 
that is necessary to achieve transformational gains in the quality and value of care. The goal of our 
policy recommendations is to stimulate greater organization of the delivery system to achieve high 
performance. In making the recommendations, we are guided by two overarching principles:
the policies should move the system toward achievement of the attributes of the ideal 1. 
delivery system we have identified; and
the policies should allow for diverse models of organizational structure that might achieve 2. 
those attributes, explicitly recognizing that different regions of the country may require 
different models of organization.
No single policy lever or option will fix the fragmentation of our health care system. 
Rather, a comprehensive approach is required—one that might lead progressively over time 
to greater organization of the health care system and better performance. We recommend the 
following strategies:
Payment reform. •	 Provider payment reform offers the opportunity to stimulate greater 
organization, as well as higher performance. The predominant fee-for-service payment 
system supports the fragmentation of our delivery system. We recommend that payers move 
away from fee-for-service toward more bundled payment systems that reward coordinated, 
high-value care. In addition, we call for expanded pay-for-performance programs to reward 
high-quality, patient-centered care. Specifically, we believe that:
Full population prepayment to organized delivery systems should be encouraged; that o 
is, a single payment should cover the full continuum of services of a given patient 
population for a period of time. This payment should be adequately risk-adjusted to 
avoid adverse patient selection. If full population prepayment is not feasible, payers 
should encourage:
Global case payments for acute hospitalizations. Ideally, these payments should 	
bundle all related medical services from the initial hospitalization to a defined 
period post-hospitalization (including preventable rehospitalizations). These 
payments should be risk-adjusted to avoid adverse patient selection. 
Alternative payment structures for primary care. Primary care practices that 	
provide comprehensive, coordinated, patient-centered care (e.g., certified 
medical homes) should be offered an alternative to fee-for-service payments. 
Two promising alternatives include comprehensive prepayment for primary 
care services, or fee-for-service plus a per-patient care management fee.
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Pay-for-performance should be expanded. The more bundled the payment mechanism, o 
the higher proportion of the payment should be tied to performance. These programs 
should migrate away from measures that focus on individual processes in a single 
provider setting (e.g., hemoglobin A1C testing rates for patients with diabetes) toward 
broader measures of quality, such as patient clinical outcomes (e.g., blood pressure 
control or hospital readmission rates), care coordination, and patient experience.
Medicare should support demonstration projects that test innovations in payment o 
design and care delivery. 
Patient incentives. •	 Patients should be given incentives to choose to receive care from 
high-quality, high-value delivery systems. This would require performance measurement 
systems that adequately distinguish differences among delivery systems.
regulatory changes. •	 The current regulatory environment should be modified to better 
facilitate clinical integration between providers.56
accreditation. •	 There should be accreditation programs that focus on the six attributes of 
an ideal delivery system we have identified. Payers and consumers should be encouraged to 
base payment and participating provider network decisions on such information, in tandem 
with performance measurement data.
Provider training•	 . Current provider training programs for physicians and other health 
professionals do not adequately prepare providers to practice in an organized delivery 
system or team-based environment. Provider training programs should be required to teach 
systems-based skills and competencies, including population health, and be encouraged to 
include clinical training in organized delivery system environments. 
government infrastructure Support. •	 We recognize that, in certain regions or for 
specific populations, formal organized delivery systems may not develop. In such instances, 
we support an increased government role in facilitating or establishing the infrastructure 
for an organized delivery system, such as assistance with establishing care coordination 
networks, care management services, after-hours coverage, health information technology, 
and performance improvement activities.
health information technology. •	 Health information technology provides critical 
infrastructure for an organized delivery system. Providers should be required to implement 
and utilize certified electronic health records that meet functionality, interoperability, and 
security standards, and to participate in health information exchange within five years.
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viii. cOnclUSiOn
Our fragmented health care system delivers poor-quality, high-cost care. We cannot achieve a 
higher-performing health system without reorganization at the practice, community, and national 
levels. This report focuses on the community level, where we need delivery systems with the 
following attributes: 
Patients’ clinically relevant information is available to all providers at the point of care and 1. 
to patients through electronic health record systems.
Patient care is coordinated among multiple providers and care transitions across settings are 2. 
actively managed.
Providers (including nurses and other members of the care team) both within and across 3. 
settings have accountability to one another, review one another’s work, and work together 
to reliably deliver high-quality, high-value care.
Patients have easy access to appropriate care and information, including after hours; there 4. 
are multiple points of entry to the system; and providers are culturally competent and 
responsive to the needs of patients.
There is clear accountability for the total care of the patient.5. 
The system is continuously innovating in order to improve the quality, value, and patients’ 6. 
experiences of health care delivery.
This vision of health care delivery is not out-of-reach. We have demonstrated that some 
delivery systems have achieved these attributes, and they have done so in a variety of ways, ranging 
from fully integrated delivery systems to looser networks of providers created by private entities 
(e.g., Hill Physicians Independent Practice Association) or public–private partnerships (e.g., 
Community Care of North Carolina). The Commission’s policy recommendations are intended 
to promote the spread of organized delivery systems as a path toward high performance, while 
acknowledging the different forms such systems can take.
It is important to recognize that, beyond the Commission’s policy recommendations, other 
actions should be taken. If adopted, the policies would create an environment that would foster 
and promote organization for high performance. However, the policies would not teach delivery 
systems how to get there. Research is needed to learn about the organizational leadership and 
culture required to assist providers as they move toward greater organization. Research is also 
needed to explore the types of organized delivery systems that are most appropriate for different 
regions of the country. We also need to learn more about how these systems can interact optimally 
with public health systems and communities at large; this is critical, given the importance of 
preventive medicine and public health in determining overall population health. Such activities are 
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beyond the scope of the policy recommendations included here, but should be addressed by strong 
and coordinated leadership. 
We can no longer afford, nor should we tolerate, the outcomes of our fragmented U.S. 
health care system. We need to move away from our cottage industry, where providers have no 
relationship with, or accountability to, one another. Though we acknowledge that moving toward 
a more organized delivery system will be complex and difficult, the recommendations of the 
Commission put forth in this report offer a concrete approach to stimulate organization for high 
performance.
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Appendix Exhibit A1. Case Study Sites
MODEL 1: INTEGRATED DELIVERY SYSTEM OR LARGE MULTI-SPECIALTY GROUP PRACTICE  
WITH A HEALTH PLAN
System and Locations Description
Denver Health 
(Colorado)
Integrated health system and Colorado’s largest safety-net provider, offering comprehensive care to 160,000 
individuals (25 percent of all Denver residents) based on ability to pay (sliding scale) through an urban teaching 
hospital and regional trauma center, 911 response, poison and drug center, eight community clinics, 12 school-
based clinics, public health department and clinics, and a health plan serving commercial (Denver Health and 
Denver public employees), Medicare, Medicaid and SCHIP populations.
Geisinger Health 
System (Pennsylvania)
A nonprofit, physician-led, integrated health system serving an area with 2.6 million people in 41 counties of 
rural northeastern and central Pennsylvania through three tertiary/quaternary hospitals, alcohol/chemical de-
pendency treatment center, 650-physician multispecialty group practice in 40 sites, 209,000-member Geisinger 
Health Plan contracting with more than 15,000 providers and offering group, individual, and Medicare cover-
age, a Center for Health Research, and graduate medical education programs. Annual patient volume exceeds 
30,000 inpatient admissions and 1.9 million outpatient visits.
Group Health 
Cooperative 
(Washington)
Consumer-governed, nonprofit integrated financing and delivery system and Center for Health Studies that 
serves 580,000 members in Washington state and Idaho enrolled in group, individual, and public insurance pro-
grams; two-thirds receive care in 31 owned medical facilities through exclusive contract with the 900-physician 
Group Health Permanente medical group. Others receive care from a network of 9,000 community clinicians 
and hospitals. 
Health Partners 
(Minnesota)
A family of nonprofit, consumer-governed, integrated healthcare organizations that provide care and cover-
age to more than one million individuals in Minnesota, western Wisconsin, North and South Dakota, and Iowa 
through two hospitals (one a teaching hospital); a multispecialty group of 650 physicians practicing in 50 clinics; 
a 640,000-member health plan that contracts with 30,000 providers and offers group, individual, and public 
insurance programs; dental plans; a research foundation; and a medical education institute. 
Henry Ford Health 
System (Michigan)
A nonprofit, integrated delivery system serving over one million residents of southeastern Michigan with five 
hospitals (one a large teaching institution and trauma center); 30 medical centers; 850 physicians in the mul-
tispecialty Henry Ford Medical Group, community care services including pharmacies, skilled nursing, home 
health, hospice, and dialysis services; 576,000-member Health Alliance Plan of Michigan offering group, indi-
vidual, and Medicare coverage through contracted providers; and a Center for Health Services Research. The 
system has more than three million patient contacts annually, including 93,000 inpatient admissions.
Intermountain 
Healthcare (Utah)
A nonprofit integrated delivery system that provides care and coverage in urban and rural areas of Utah and 
southeastern Idaho with 21 hospitals; 142 clinics and physician offices; 700 physicians in the multispecialty 
Intermountain Medical Group; 500,000-member SelectHealth Plan offering individual, group, and government 
coverage through contracts with 3,700 physicians and 34 hospitals across Utah; and the Institute for Health 
Care Delivery Research.  Intermountain logged over six million outpatient visits and 128,000 inpatient admis-
sions in 2007.
Kaiser Permanente 
(nine states and the 
District of Columbia)
Largest nonprofit integrated delivery system and nonacademic research organization in the U.S., serving 8.7 
million health plan members in eight regions through exclusive contracts with Permanente Medical Groups 
(14,000 physicians nationwide) who provide care in 32 inpatient medical centers and 421 outpatient medical 
offices with 37 million physician visits annually. 
Marshfield Clinic 
(Wisconsin)
Nonprofit multi-specialty group practice serving 360,000 patients in 35 rural Wisconsin communities with 
730 physicians in 41 ambulatory care sites that provided care during 3.5 million patient contacts. Affiliated 
115,000-member Security Health Plan. Research and medical education foundations.
New York City 
Health and Hospitals 
Corporation
Largest municipal health care system in the US, serving 1.3 million patients (400,000 uninsured) regardless of 
ability to pay or immigration status. Workforce of 39,000 (including 3,000 employed and contracted academic 
physicians) provides medical and behavioral services through 11 hospitals, four skilled nursing facilities, six 
diagnostic and treatment centers, 80 community clinics, home health care, and 317,000-member MetroPlus 
health plan for Medicaid, Medicare SCHIP, and New York Child and Family Health Plus coverage programs.
Scott & White (Texas) Largest integrated multispecialty health care system in Texas employing 500 physicians who practice in three 
hospitals, including a new long-term acute care facility, and in 20 regional clinics in central Texas, providing 
1.4 million outpatient visits and over 30,000 inpatient admissions annually. Scott & White Health Plan enrolls 
200,000 members in group, individual, and Medicare coverage programs and contracts with both Scott & White 
and independent providers. Clinical educational site for Texas A&M Health Science Center College of Medicine.
38
MODEL 2: INTEGRATED DELIVERY SYSTEM OR MULTI-SPECIALTY GROUP PRACTICE, WITHOUT A HEALTH PLAN
System and Locations Description
Mayo Clinic (Minnesota, 
Arizona, Florida)
The oldest and largest integrated, not-for-profit, multispecialty group practice of medicine, with 3,400 clinic 
physicians and scientists serving 520,000 patients on three major campuses with four owned and managed 
hospitals. Mayo Health Systems is an affiliated network of 17 hospitals and clinics with 750 physicians serving 
2.4 million patients in 70 communities in Minnesota, Wisconsin, and Iowa. Five schools of biomedical education.
MeritCare Health 
System (North Dakota)*
MeritCare is an integrated hospital and clinic system—the largest multispecialty group practice in North Dakota 
with 400 physicians, two regional hospitals in the Fargo-Moorehead area admitting 24,000 patients annually, 46 
ambulatory clinics that providing 1.5 million patient visits each year to residents of more than 30 communities in 
southwestern North Dakota and northern Minnesota, and the largest regional home health care provider. 
Partners HealthCare 
(Massachusetts)
A nonprofit, loosely integrated delivery system in which members maintain autonomy while sharing knowledge, 
resources, and services. Serves over 1.5 million residents of greater Boston and eastern Massachusetts 
through two academic hospitals, four community and three specialty hospitals, community health centers, home 
health and long-term care. Partners Community Healthcare contracts with 4,500 physicians in regional service 
organizations ranging from 10 to 250 physicians.
MODEL 3: PRIVATE NETWORKS OF INDEPENDENT PROVIDERS, SUCH AS AN INDEPENDENT  
PRACTICE ASSOCIATION OR A VIRTUAL NETWORK
System and Locations Description
Hill Physicians Medical 
Group (California)
Independent practice association serving 320,000 commercially insured and 30,000 Medicare Advantage 
patients in eight northern California counties through contracts with 2,200 autonomous member-physicians, 
including 236 physician owners.
North Dakota: Rural 
Cooperative Networks 
Health care providers in rural North Dakota have established cooperative arrangements to provide local access 
to quality care by sharing resources, expertise, infrastructure, and service delivery. For example:
The Northland Healthcare Alliance is a network of 25 hospitals and long-term care facilities that develop and 
share services. 
The Northwestern North Dakota Information Technology Network is developing electronic medical records to be 
shared by 11 hospitals. 
The Rural Mental Health Consortium provides onsite mental health services in four remote areas through clini-
cal nurse specialists. 
The North Dakota Telepharmacy Project is a collaboration between the North Dakota State University College 
of Pharmacy, the North Dakota State Board of Pharmacy, and the North Dakota Pharmacists Association to “re-
store, retain, or establish pharmacy services in medically underserved rural communities.” Participants include 
21 central pharmacies and 36 remote telepharmacy sites. 
West River Health Services provides a full range of health services to over 35,000 residents in rural communi-
ties of North and South Dakota and Montana with a 25-bed critical access hospital and community clinic, five 
satellite rural health clinics, and a multispecialty group of 16 physicians.
MODEL 4: GOVERNMENT-FACILITATED NETWORKS OF INDEPENDENT PROVIDERS
System and Locations Description
Community Care of 
North Carolina (CCNC) 
Public–private partnership that provides key components of a medical home and care management for 730,000 
Medicaid and 87,000 SCHIP patients statewide. CCNC is a community-based system of 14 regional networks, 
each of which is a nonprofit organization consisting of a partnership of local providers including hospitals, 
primary care physicians, and county health and social services departments. About 3,000 physicians in 1,200 
primary care practice sites participate in CCNC networks statewide, representing about half of the primary 
care practices in the state. The state provides resources, information, and technical support. Physician fee-for-
service reimbursement is supplemented by a per-member per-month (PMPM) fee for case management. The 
regional networks also receive a PMPM fee to cover the cost of care management and network administration. 
Note: SCHIP = State Children’s Health Insurance Program.  *MeritCare was examined as part of a broader case study on North Dakota
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 b
us
in
es
se
s,
 s
ch
oo
ls,
 
an
d c
hu
rch
es
 to
 pr
ov
ide
 he
alt
h 
ed
uc
ati
on
 an
d r
efe
rra
l s
er
vic
es
. 
Ac
hi
ev
em
en
t o
f a
 h
ig
h-
pe
rfo
rm
an
ce
 he
alt
h s
ys
tem
 is
 
an
 in
te
gr
al
 p
ar
t o
f  T
he
 o
rg
an
i za
-
tio
n’
s 
st
ra
te
gy
 a
nd
 v
isi
on
. C
lin
ica
l 
de
cis
io
ns
 a
re
 d
at
a-
dr
ive
n,
 w
ith
 
fe
ed
ba
ck
 lo
op
s 
fo
r c
on
tin
uo
us
 
qu
ali
ty 
im
pr
ov
em
en
t.
Na
tio
na
lly
-re
co
gn
ize
d 
m
ed
ica
l 
cri
tic
al 
ca
re
 gr
ou
p i
mp
lem
en
ted
 
sta
nd
ar
diz
ed
 pr
oto
co
ls 
su
pp
or
te
d 
by
 IT
 in
 th
e 
IC
U,
 
lea
din
g t
o r
ed
uc
tio
ns
 in
 le
ng
th 
of 
sta
y f
or
 ce
rta
in 
dia
gn
os
es
, 
wi
th 
no
 in
cre
as
e i
n a
dv
er
se
 
ou
tco
me
s. 
M
ul
tip
le
 p
oi
nt
s 
of
 a
cc
es
s—
fa
m
ily
 
he
al
th
 c
en
te
rs
, s
ch
oo
l-b
as
ed
 
cli
nic
s, 
tel
ep
ho
nic
 nu
rse
 ad
vic
e 
lin
e.
Sa
m
e-
da
y 
ap
po
in
tm
en
ts
.
Gr
ou
p v
isi
ts 
for
 ch
ro
nic
 di
se
as
e 
se
lf-
m
an
ag
em
en
t. 
Co
-lo
ca
tio
n 
of
 s
oc
ia
l s
er
vic
es
 in
 
or
 ne
ar
 tw
o m
ed
ica
l c
lin
ics
.
O
ut
re
ac
h 
to
 c
om
m
un
ity
-b
as
ed
 
or
ga
niz
ati
on
s.
Ap
pli
ed
 le
an
 m
an
ufa
c tu
rin
g 
pr
in
cip
le
s 
to
 re
de
sig
n 
wo
rk
 p
ro
-
ce
ss
es
 u
sin
g 
ra
pi
d-
im
pr
ov
em
en
t 
te
am
s 
fo
r k
ey
 v
al
ue
 s
tre
am
s 
su
ch
 as
 pa
tie
nt 
ac
ce
ss
, in
pa
tie
nt 
an
d 
ou
tp
at
ie
nt
 fl
ow
, o
pe
ra
tin
g 
ro
om
 fl
ow
, a
nd
 b
illi
ng
.
Re
st
ru
ct
ur
ed
 th
e 
hi
rin
g 
pr
oc
es
s 
to 
re
du
ce
 st
aff
 tu
rn
ov
er
 an
d 
im
pr
ov
e e
mp
loy
ee
 pr
od
uc
tiv
ity
, 
cu
sto
me
r s
er
vic
e, 
an
d q
ua
lity
.
Ins
titu
ted
 st
ru
ctu
re
d c
om
mu
nic
a-
tio
n p
ro
toc
ols
 to
 pr
om
ote
 pa
tie
nt 
sa
fet
y.
Geisinger Health System
EH
R 
wi
th
 d
ec
isi
on
 s
up
po
rt 
ac
ro
ss
 a
ll g
ro
up
-p
ra
ct
ice
 s
ite
s,
 
an
d 
ac
ce
ss
ib
le
 to
 s
om
e 
ex
te
rn
al
 
ph
ys
ici
an
s. 
De
ve
lo
pi
ng
 a
 R
HI
O
 to
 
el
ec
tro
ni
ca
lly
 lin
k 
pr
ov
id
er
s 
in
 it
s 
se
rvi
ce
 ar
ea
.
Pa
tie
nt
 W
eb
 p
or
ta
l f
or
 h
ea
lth
 
inf
or
ma
tio
n, 
ap
po
int
me
nt 
sc
he
d-
uli
ng
, e
ma
il w
ith
 cl
ini
cia
ns
, 
re
su
ltin
g 
in
 d
ec
re
as
ed
 n
o-
sh
ow
 
ra
tes
 an
d t
ele
ph
on
e c
all
s a
nd
 
inc
re
as
ed
 ph
ys
ici
an
 pr
od
uc
tiv
ity
.
Pi
lot
ing
 ad
va
nc
ed
 m
ed
ica
l h
om
e 
in
clu
di
ng
 2
4x
7 
pr
im
ar
y 
ca
re
 
co
ve
ra
ge
, n
ur
se
 ca
se
 m
an
ag
er
s 
em
pl
oy
ed
 b
y 
he
al
th
 p
la
n 
em
be
d-
de
d i
n p
rim
ar
y c
ar
e p
ra
cti
ce
s, 
vir
tua
l c
ar
e m
an
ag
e m
en
t s
up
-
po
rt,
 pe
rso
na
l c
ar
e n
av
iga
tor
, 
ho
m
e-
ba
se
d 
m
on
ito
rin
g,
 a
nd
 
au
tom
ate
d v
oic
e r
es
po
ns
e s
ur
-
ve
illa
nc
e. 
Go
als
 ar
e t
o i
nc
re
as
e 
pr
im
ar
y c
ar
e c
on
tac
ts,
 tim
ely
 
fo
llo
w-
up
 a
fte
r h
os
pi
ta
l d
is-
ch
ar
ge
, a
nd
 im
pr
ov
e o
utc
om
es
.
Br
ing
ing
 ph
ys
ici
an
s t
og
eth
er
 in
 
cr
os
s-
di
sc
ip
lin
ar
y 
se
rv
ice
 lin
es
 
to
 p
la
n,
 b
ud
ge
t, 
an
d 
ev
al
ua
te
 
on
e a
no
the
r’s
 pe
rfo
rm
an
ce
 
tra
ns
for
me
d t
he
 cu
ltu
re
 fo
r h
igh
 
pe
rfo
rm
an
ce
.
Pr
ov
en
Ca
re
SM
 p
ac
ka
ge
d 
pr
ici
ng
 
pr
od
uc
ts 
mo
tiv
ate
 ph
ys
ici
an
s t
o 
ef
fic
ie
nt
ly 
an
d 
re
lia
bl
y 
de
liv
er
 a
 
bu
nd
le
 o
f e
vid
en
ce
-b
as
ed
 p
ra
c-
tic
es
 (4
0 
he
ar
t b
yp
as
s 
su
rg
er
y 
pr
oc
es
se
s 
in
cr
ea
se
d 
to
 1
00
 p
er
-
ce
nt 
ad
he
re
nc
e)
. 
Ad
va
nc
ed
 ac
ce
ss
 re
de
sig
n i
n-
cr
ea
se
d 
av
ai
la
bi
lity
 o
f s
am
e-
da
y 
ap
po
in
tm
en
ts
 fr
om
 5
0 
pe
rc
en
t i
n 
20
02
 to
 9
5 
pe
rc
en
t i
n 
20
06
; 8
4 
pe
rc
en
t o
f s
ite
s 
ha
ve
 le
ad
-ti
m
e 
of 
on
e d
ay
 or
 le
ss
. P
ati
en
t s
ati
s-
fa
ct
io
n 
in
cr
ea
se
d 
48
 p
er
ce
nt
. 
W
al
k-
in
 c
lin
ics
 in
 a
re
a 
re
ta
il 
st
or
es
, l
in
ke
d 
via
 E
HR
 a
nd
 
pa
tie
nt 
po
rta
l.
G
ei
sin
ge
r’s
 v
isi
on
 is
 to
 b
ec
om
e 
a 
na
tio
na
l m
od
el 
for
 ca
re
 de
liv
er
y 
an
d a
n e
ng
ine
 of
 in
no
va
tio
n 
th
ro
ug
h:
 1
) l
ea
de
rs
hi
p 
to
 a
ch
ie
ve
 
th
e 
vis
io
n,
 2
) a
 c
om
pe
ns
at
io
n 
sy
ste
m 
tha
t is
 al
ign
ed
 to
wa
rd
 th
e 
ac
hi
ev
em
en
t o
f s
pe
cifi
c 
st
ra
te
gi
c 
go
al
s,
 a
nd
 3
) t
im
el
y 
fe
ed
ba
ck
 o
f 
inf
or
ma
tio
n o
n p
ro
gr
es
s t
ow
ar
d 
tho
se
 go
als
. 
C
P
O
E
 =
 c
om
pu
te
riz
ed
 p
hy
si
ci
an
 o
rd
er
 e
nt
ry
; E
H
R
 =
 e
le
ct
ro
ni
c 
he
al
th
 re
co
rd
; E
M
S
 =
 e
m
er
ge
nc
y 
m
ed
ic
al
 s
ys
te
m
; E
R
 =
 e
m
er
ge
nc
y 
ro
om
; I
C
U
 =
 in
te
ns
iv
e 
ca
re
 u
ni
t; 
 
IP
A 
= 
in
de
pe
nd
en
t p
hy
si
ci
an
 a
ss
oc
ia
tio
n;
 IT
 =
 in
fo
rm
at
io
n 
te
ch
no
lo
gy
; R
H
IO
 =
  r
eg
io
na
l h
ea
lth
 in
fo
rm
at
io
n 
or
ga
ni
za
tio
n.
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 C
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e
At
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In
no
va
tio
n
Group Health Cooperative
EH
R 
wi
th
 d
ec
isi
on
 s
up
po
rt 
ac
ro
ss
 a
ll g
ro
up
-p
ra
ct
ice
 s
ite
s.
O
nl
in
e 
He
al
th
 R
isk
 A
pp
ra
isa
l 
lin
ke
d 
to
 E
HR
 to
 id
en
tif
y 
at
-ri
sk
 
pa
tie
nts
.
Pa
tie
nt
 W
eb
 p
or
ta
l f
or
 o
nl
in
e 
ac
ce
ss
 to
 he
alt
h i
nfo
rm
ati
on
, a
p-
po
int
me
nt 
sc
he
du
lin
g, 
pr
es
cri
p-
tio
n 
re
fill
s,
 la
bo
ra
to
ry
 te
st
 re
su
lts
, 
an
d s
ec
ur
e e
ma
il w
ith
 cl
ini
cia
ns
.
El
ec
tro
ni
c 
ou
tre
ac
h 
to
 p
re
pa
re
 
pa
tie
nt
s 
fo
r v
isi
ts
 a
nd
 fo
llo
w-
up
 
aft
er
 th
e v
isi
t.
M
ul
tid
isc
ip
lin
ar
y 
pr
im
ar
y 
ca
re
 
tea
ms
 w
ith
 pr
ac
tic
e n
ur
se
 fo
r 
tria
ge
, a
ss
es
sm
en
t, a
nd
 ca
re
 
m
an
ag
em
en
t, 
su
pp
or
te
d 
by
 E
HR
 
re
mi
nd
er
s a
nd
 ca
re
 pl
an
s t
o 
en
ga
ge
 p
at
ie
nt
s 
in
 d
ise
as
e 
se
lf-
ma
na
ge
me
nt.
 
Co
m
pl
ex
 c
as
e 
m
an
ag
em
en
t f
or
 
sic
ke
st
/c
os
tlie
st
 p
at
ie
nt
s 
to
 im
-
pr
ov
e c
ar
e t
ra
ns
itio
ns
. 
An
tic
oa
gu
lan
t m
an
ag
em
en
t 
se
rvi
ce
 re
du
ce
d a
dv
er
se
 dr
ug
 
ev
en
ts
 b
y 
26
 p
er
ce
nt
.
Pi
lo
tin
g 
pa
tie
nt
-c
en
te
re
d 
me
dic
al 
ho
me
 to
 pr
om
ote
 cl
ea
r 
co
mm
un
ica
 tio
n a
nd
 sh
ar
ed
 
de
cis
io
n-
m
ak
in
g 
wi
th
 p
at
ie
nt
s.
A 
m
iss
io
n-
dr
ive
n 
or
ga
ni
za
tio
na
l 
cu
ltu
re
 is
 th
e m
oti
va
tin
g f
ac
tor
 
fo
r b
rin
gi
ng
 p
eo
pl
e 
to
ge
th
er
 to
 
ac
hie
ve
 hi
gh
 pe
rfo
rm
an
ce
 at
 
G
HC
.
Cl
in
ica
l d
as
hb
oa
rd
s 
to
 c
om
m
un
i-
ca
te 
co
mp
ar
ati
ve
 pe
rfo
rm
an
ce
. 
Pe
rfo
rm
an
ce
-b
as
ed
 p
ay
 re
wa
rd
s 
ac
hie
ve
 me
nt 
on
 qu
ali
ty,
 pa
tie
nt 
sa
tis
fac
tio
n, 
en
ga
ge
me
nt.
M
ed
ica
tio
n 
Us
e 
M
an
ag
e m
en
t 
in
cr
ea
se
d 
ge
ne
ric
 p
re
sc
rib
in
g 
an
d 
re
du
ce
d 
hi
gh
-ri
sk
 d
ru
g 
us
e 
am
on
g e
lde
rly
 pa
tie
nts
 th
ro
ug
h 
ph
ys
ici
an
 ed
uc
ati
on
 an
d d
ata
 
fe
ed
ba
ck
.
Sa
m
e-
da
y 
pr
im
ar
y 
ca
re
 
ap
po
int
me
nts
 fo
r u
rg
en
t n
ee
ds
.
Di
re
ct
 a
cc
es
s 
to
 s
pe
cia
lis
ts
.
Af
te
r-h
ou
rs
 te
le
ph
on
ic 
nu
rs
e 
ad
vic
e 
tie
d 
to
 E
HR
.
Gr
ou
p v
isi
ts 
en
ha
nc
e e
du
ca
-
tio
na
l o
pp
or
tu
ni
tie
s 
an
d 
bu
ild
 
so
cia
l s
up
po
rt 
am
on
g p
ati
en
ts 
wi
th 
co
mm
on
 he
alt
h n
ee
ds
.
E-
vis
its
 (r
ep
re
se
nt
in
g 
20
%
 o
f 
en
co
un
ter
s).
Pa
llia
tiv
e c
ar
e p
ro
gr
am
.
G
lo
ba
l c
ap
ita
tio
n 
al
lo
ws
 G
HC
 to
 
or
ga
niz
e s
er
vic
es
 in
 w
ay
s t
ha
t 
m
ak
e 
th
e 
m
os
t s
en
se
 o
pe
ra
tio
n-
all
y a
nd
 cl
ini
ca
lly
, im
ple
me
nt 
inn
ov
ati
on
s, 
an
d m
ov
e s
er
vic
es
 
ac
ro
ss
 se
ttin
gs
 to
 op
tim
ize
 ca
re
.
Cr
os
s-
fu
nc
tio
na
l t
ea
m
s 
us
e 
le
an
 
ma
nu
fac
tur
ing
 pr
inc
ipl
es
 to
 re
-
de
sig
n 
wo
rk
 p
ro
ce
ss
es
, i
m
pr
ov
e 
th
ro
ug
hp
ut
 a
nd
 re
du
ce
 re
wo
rk
, 
e.g
., r
ed
uc
ed
 tim
e a
nd
 co
st 
for
 
pr
es
cr
ip
tio
n 
re
fill
s.
HealthPartners
Pa
tie
nt
 W
eb
 p
or
ta
l f
or
 o
nl
in
e 
ac
ce
ss
 to
 he
alt
h i
nfo
rm
ati
on
, a
p-
po
int
me
nt 
sc
he
du
lin
g, 
pr
es
cri
p-
tio
n 
re
fill
s,
 a
nd
 s
ec
ur
e 
em
ai
l w
ith
 
cli
nic
ian
s.
EH
R 
in
te
gr
at
es
 c
lin
ica
l d
ec
isi
on
 
su
pp
or
t to
ols
 an
d s
afe
ty 
ale
rts
 
wi
th 
ind
ivi
du
al 
pa
tie
nt 
he
alt
h 
inf
or
ma
tio
n t
o g
uid
e c
ar
e p
ro
-
ce
ss
es
 b
ef
or
e,
 d
ur
in
g,
 a
nd
 a
fte
r 
the
 pa
tie
nt 
vis
it.
Ch
ro
ni
c 
di
se
as
e 
m
an
ag
e m
en
t 
pr
og
ra
ms
 us
e r
eg
ist
rie
s t
o i
de
n-
tify
 pa
tie
nts
 an
d e
ng
ag
e t
he
m 
in
 s
el
f-c
ar
e;
 p
ro
m
ot
e 
m
ed
ica
-
tio
n c
om
pli
an
ce
, a
pp
ro
pr
iat
e 
tre
atm
en
t, h
om
e m
on
ito
rin
g, 
co
m
m
un
ica
tio
n,
 a
nd
 fo
llo
w-
up
 in
 
co
or
din
ati
on
 w
ith
 pr
im
ar
y c
ar
e 
ph
ys
ici
an
.
Pr
oa
cti
ve
 ou
tre
ac
h t
o p
ati
en
ts 
at 
ris
k 
of
 b
eh
av
io
ra
l h
ea
lth
 c
ris
es
 
re
du
ce
d o
ve
ra
ll c
os
ts 
of 
ca
re
.
Ch
an
ge
 c
lin
ic 
(p
ilo
t) 
in
te
gr
at
es
 
pr
ev
en
tio
n 
an
d 
be
ha
vio
r c
ha
ng
e 
str
ate
gie
s i
n p
rim
ar
y c
ar
e.
Pr
ep
ar
ed
 P
ra
cti
ce
 Te
am
s i
n t
he
 
He
al
th
Pa
rtn
er
s 
Cl
in
ic 
us
e 
a 
Ca
re
 
M
od
el
 P
ro
ce
ss
 a
nd
 th
e 
EH
R 
to
 
an
tic
ip
at
e 
ne
ed
s,
 g
ive
 e
vid
en
ce
-
ba
se
d 
ca
re
, a
nd
 e
ns
ur
e 
fo
llo
w-
up
 a
nd
 s
up
po
rt 
be
tw
ee
n 
vis
its
.
Pa
rti
cip
at
io
n 
in
 In
st
itu
te
 fo
r C
lin
i-
ca
l S
ys
tem
s I
mp
ro
ve
me
nt 
wh
ich
 
br
in
gs
 h
ea
lth
 p
la
ns
 a
nd
 c
lin
ics
 
to
ge
th
er
 to
 d
ev
el
op
 b
es
t-p
ra
ct
ice
 
gu
id
el
in
es
 a
nd
 c
ol
la
bo
ra
te
 o
n 
im
pr
ov
em
en
t.
Pe
rfo
rm
an
ce
 fe
ed
ba
ck
, i
nc
en
-
tiv
es
 a
nd
 ti
er
ed
 n
et
wo
rk
s 
en
-
co
ur
ag
e c
on
tra
cte
d p
ro
vid
er
s t
o 
im
pr
ov
e v
alu
e.
Sa
m
e-
da
y 
ap
po
in
tm
en
ts
 a
nd
 
fiv
e-
fo
ld
 re
du
ct
io
n 
in
 a
ve
ra
ge
 
ap
po
int
me
nt 
wa
itin
g t
im
e.
O
pe
n-
ac
ce
ss
 o
pt
io
ns
 w
ith
 n
o 
re
fer
ra
l fo
r s
pe
cia
lis
t.
W
el
l@
W
or
k 
wo
rk
sit
e 
cli
ni
cs
 fo
r 
ac
ute
 ca
re
 an
d h
ea
lth
 pr
om
oti
on
.
W
al
k-
in
 u
rg
en
t c
ar
e 
an
d 
re
ta
il 
co
nv
en
ie
nc
e 
cli
ni
cs
 (s
ee
kin
g 
to
 
int
eg
ra
te 
wi
th 
tra
dit
ion
al 
cli
nic
s).
Cu
ltu
ra
l c
om
pe
te
nc
y 
in
itia
tiv
es
 
inc
lud
ing
 pr
ofe
ss
ion
al 
tra
ns
la-
tor
s, 
tra
ns
lat
ed
 m
ate
ria
ls,
 ed
uc
a-
tio
na
l re
so
ur
ce
s, 
an
d c
oll
ec
tio
n 
of 
de
mo
gr
ap
hic
s a
t p
oin
t o
f c
ar
e.
Co
m
pr
eh
en
siv
e 
im
pr
ov
e m
en
t 
mo
de
l d
iss
em
ina
ted
 th
ro
ug
h 
le
ad
er
sh
ip
 te
am
s,
 w
or
kf
or
ce
 
de
ve
lop
me
nt,
 an
d p
ar
tic
ipa
tio
n 
in
 c
ol
la
bo
ra
 tiv
es
. E
le
m
en
ts
 in
-
clu
de
: 1
) s
et
 a
m
bi
tio
us
 ta
rg
et
s,
 
2)
 m
ea
su
re
 w
ha
t i
s 
im
po
rta
nt
, 3
) 
ag
re
e 
on
 b
es
t c
ar
e 
pr
ac
tic
es
 a
nd
 
su
pp
or
t i
m
pr
ov
e m
en
t, 
4)
 a
lig
n 
in
ce
nt
ive
s,
 a
nd
 5
) m
ak
e 
re
su
lts
 
tra
ns
pa
re
nt.
Re
se
ar
ch
 fo
un
da
tio
n 
fo
cu
se
s 
on
 cr
ea
tin
g p
ar
tne
rsh
ips
 fo
r 
im
pr
ov
em
en
t.
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In
no
va
tio
n
Henry Ford Health System
EH
R 
ac
ro
ss
 a
ll g
ro
up
-p
ra
ct
ice
 
sit
es
; v
ie
wa
bl
e 
by
 e
xt
er
na
l p
hy
si-
cia
ns
 fo
r c
om
mo
n p
ati
en
ts.
Re
gi
on
al
 e
Pr
es
cr
ib
in
g 
in
itia
tiv
e 
in
 
co
lla
bo
ra
tio
n 
wi
th
 la
rg
e 
pu
rc
ha
s-
er
s a
nd
 re
tai
l p
ha
rm
ac
ies
.
Di
gi
ta
l im
ag
in
g 
sy
st
em
.
Pa
tie
nt
 W
eb
 p
or
ta
l f
or
 o
nl
in
e 
ac
ce
ss
 to
 he
alt
h i
nfo
rm
ati
on
, 
ap
po
int
me
nt 
an
d t
es
t s
ch
ed
uli
ng
, 
an
d 
e-
co
ns
ul
ts
 w
ith
 p
hy
sic
ia
ns
.
Co
or
di
na
tio
n 
is 
ke
y 
sy
st
em
 a
t-
tri
bu
te
, e
.g
., 
m
on
ito
rin
g 
di
ab
et
ic 
pa
tie
nt
s’ 
bl
oo
d 
su
ga
r l
ev
el
s 
du
r-
ing
 tr
an
sit
ion
s f
ro
m 
inp
ati
en
t 
to 
ou
tpa
tie
nt 
ca
re
 an
d i
n t
he
 
pa
tie
nt’
s h
om
e.
Pi
lot
ing
 ad
va
nc
ed
 m
ed
ica
l h
om
e 
in 
tw
o c
lin
ics
 w
ith
 re
de
sig
ne
d 
ca
re
 pr
oc
es
se
s a
nd
 a 
se
rie
s o
f 
ch
ro
nic
 di
se
as
e m
an
ag
e m
en
t 
int
er
ve
nti
on
s t
o m
ee
t p
ati
en
t 
ne
ed
s.
EH
R 
re
gi
st
rie
s 
an
d 
al
er
ts
 to
 
id
en
tif
y 
di
ab
et
ic 
pa
tie
nt
s 
wh
o 
ar
e 
du
e f
or
 se
rvi
ce
s o
r n
ot 
ac
hie
vin
g 
cli
nic
al 
tar
ge
ts 
Vi
rtu
al 
an
tic
oa
gu
lat
ion
 
mo
nit
or
ing
 se
rvi
ce
.
Co
lla
bo
ra
tiv
e 
Ca
re
 In
no
va
tio
n 
St
ee
rin
g 
Co
m
m
itt
ee
 c
re
at
es
 
ev
id
en
ce
d-
ba
se
d 
bu
nd
le
s 
of
 
int
er
ve
nti
on
s a
nd
 re
de
sig
ns
 
wo
rk
 p
ro
ce
ss
es
 to
 im
pr
ov
e 
co
m
pl
ia
nc
e 
wi
th
 e
vid
en
ce
-b
as
ed
 
sta
nd
ar
ds
.
Inc
en
tiv
es
, a
wa
rd
s, 
an
d r
ec
-
og
ni
tio
n 
ar
e 
ke
y 
in
gr
ed
ie
nt
s 
to
 
re
inf
or
ce
 co
mm
itm
en
t. I
nc
en
tiv
es
 
ar
e t
ied
 to
 su
cc
es
s i
n a
ch
iev
ing
 
str
ate
gic
 go
als
.
E-
da
sh
bo
ar
d 
co
m
m
un
ica
te
s 
sy
st
em
-w
id
e 
pe
rfo
rm
an
ce
 o
n 
qu
ali
ty 
an
d s
ati
sfa
cti
on
.
Sa
m
e-
da
y 
ap
po
in
tm
en
ts
 fo
r 
pr
im
ar
y 
ca
re
 a
nd
 3
0 
pe
rc
en
t r
e-
du
cti
on
 in
 av
er
ag
e a
pp
oin
tm
en
t 
wa
itin
g t
im
e.
Ce
nt
ra
liz
ed
 c
on
ta
ct
 c
en
te
r t
o 
im
pr
ov
e c
us
tom
er
 se
rvi
ce
.
W
or
ks
ite
 c
hr
on
ic 
ca
re
 p
ro
gr
am
s.
Re
se
ar
ch
 a
nd
 o
ut
re
ac
h 
to
 h
el
p 
re
du
ce
 he
alt
h d
isp
ar
itie
s.
Po
in
t-o
f-c
ar
e 
la
bo
ra
to
ry
 te
st
in
g 
pr
ov
id
es
 im
m
ed
ia
te
 fe
ed
ba
ck
 
to 
pr
ov
ide
rs 
an
d p
ati
en
ts,
 an
d 
en
ab
le
s 
tim
el
y 
m
od
ific
at
io
ns
 in
 
the
ra
py
 du
rin
g c
lin
ic 
vis
its
.
A 
se
ve
n-
pi
lla
r s
tra
te
gi
c 
fra
m
e-
wo
rk
 (b
as
ed
 o
n 
Ba
ld
rig
e 
Aw
ar
d 
cri
ter
ia)
 pr
om
ote
s i
nte
gr
ati
on
, 
se
rv
ice
 e
xc
el
le
nc
e,
 p
ro
ce
ss
 
im
pr
ov
em
en
t &
 e
ffi
cie
nc
y, 
fa
cil
i-
ta
te
d 
by
 c
ul
tu
ra
l c
om
m
itm
en
t t
o 
ex
ce
lle
nc
e.
 
M
ul
tid
isc
ip
lin
ar
y 
te
am
s 
im
pl
e-
me
nt 
ea
ch
 pi
lla
r o
f  T
he
 st
ra
teg
ic 
fra
m
ew
or
k 
an
d 
en
gi
ne
er
 b
et
te
r 
pr
oc
es
se
s t
o c
re
ate
 an
 ov
er
ar
ch
-
in
g 
“H
en
ry
 F
or
d 
Ex
pe
rie
nc
e.
”
Re
se
ar
ch
er
s 
co
lla
bo
ra
te
 w
ith
 
ph
ys
ici
an
s t
o p
ilo
t c
lin
ica
l  
im
pr
ov
em
en
ts 
su
ch
 as
 m
ed
ica
-
tio
n a
dh
er
en
ce
 m
on
ito
rin
g v
ia 
th
e 
EH
R.
Intermountain Healthcare
EH
R 
wi
th
 d
ec
isi
on
 s
up
po
rt 
ac
ro
ss
 a
ll a
m
bu
la
to
ry
 c
lin
ic 
sit
es
; 
vie
wa
bl
e 
by
 e
xt
er
na
l p
hy
sic
ia
ns
.
In
pa
tie
nt
 b
ed
sid
e 
co
m
pu
te
rs
 a
nd
 
de
cis
ion
 su
pp
or
t s
ys
tem
s.
Pa
tie
nt
 W
eb
 p
or
ta
l f
or
 o
nl
in
e 
ac
ce
ss
 to
 he
alt
h i
nfo
rm
ati
on
, 
ap
po
int
me
nt 
an
d t
es
t s
ch
ed
uli
ng
, 
an
d 
e-
co
ns
ul
ts
 w
ith
 p
hy
sic
ia
ns
.
Ca
re
 P
ro
ce
ss
 M
od
el
s 
su
pp
or
t 
pr
im
ar
y c
ar
e p
hy
sic
ian
s w
ith
 
ev
id
en
ce
-b
as
ed
 p
ro
to
co
ls,
 d
ec
i-
sio
n s
up
po
rt 
too
ls,
 an
d p
ati
en
t 
ed
uc
ati
on
al 
ma
ter
ial
s.
M
en
ta
l H
ea
lth
 In
te
gr
at
io
n 
lin
ks
 
pr
im
ar
y c
ar
e a
nd
 m
en
tal
 he
alt
h 
sp
ec
ia
lis
ts
 fo
r c
ol
la
bo
ra
tiv
e 
ca
re
.
Ge
ne
ra
lis
t n
ur
se
 ca
se
 m
an
ag
er
s 
in
 1
5 
cli
ni
cs
 to
 s
up
po
rt 
ph
ys
i-
cia
ns
 in
 m
an
ag
ing
 pa
tie
nts
 w
ith
 
co
m
pl
ex
 c
hr
on
ic 
co
nd
itio
ns
.
Cr
ea
te
d 
a 
la
rg
e,
 m
ul
ti-
sp
ec
ia
lty
 
gr
ou
p p
ra
cti
ce
 in
 a 
ma
tte
r o
f 
ye
ar
s, 
no
t d
ec
ad
es
. F
ou
nd
 th
at 
a 
m
ed
ica
l g
ro
up
 b
ui
lt 
ar
ou
nd
 
co
re
 v
al
ue
s 
an
d 
co
m
m
on
 w
or
k 
et
hi
c 
se
lf-
se
le
ct
s 
an
d 
be
co
m
es
 a
 
st
ab
le
 u
ni
t w
ith
 a
 s
ha
re
d 
cu
ltu
re
. 
Fo
cu
sin
g 
on
 v
al
ue
-c
re
at
io
n 
ba
se
d 
on
 q
ua
lity
 a
nd
 s
er
vic
e,
 
ra
the
r t
ha
n o
n p
ro
du
cti
vit
y  
alo
ne
, m
oti
va
ted
 ph
ys
ici
an
s t
o 
ac
hi
ev
e 
ex
ce
lle
nt
 c
lin
ica
l a
nd
 
fin
an
cia
l o
ut
co
m
es
.
Ne
ig
hb
or
ho
od
 fa
m
ily
 c
lin
ics
 o
ffe
r 
ex
te
nd
ed
 h
ou
rs
.
W
al
k-
in
 u
rg
en
t-c
ar
e 
cli
ni
cs
, p
ed
i-
at
ric
 a
fte
r-h
ou
rs
 c
lin
ics
, a
nd
 c
on
-
ve
nie
nc
e c
lin
ics
 in
 re
tai
l s
tor
es
.
Ne
tw
or
k 
of
 o
cc
up
at
io
na
l h
ea
lth
 
cli
nic
s.
O
pe
ra
tio
n 
an
d 
fin
an
cia
l s
up
po
rt 
of
 c
om
m
un
ity
 a
nd
 s
ch
oo
l-b
as
ed
 
cli
nic
s f
or
 un
de
rse
rve
d a
nd
 
un
ins
ur
ed
.
Cl
in
ica
l I
nt
eg
ra
tio
n 
(C
I) 
st
ra
te
gy
 
im
pr
ov
es
 k
ey
 w
or
k 
pr
oc
es
se
s 
in
 n
in
e 
Cl
in
ica
l P
ro
gr
am
 a
re
as
 
th
ro
ug
h 
th
e 
wo
rk
 o
f r
eg
io
na
l 
lea
de
rsh
ip 
tea
ms
, g
uid
an
ce
 
co
un
cil
s,
 a
nd
 p
ro
ce
ss
-o
rie
nt
ed
 
de
ve
lop
me
nt 
tea
ms
.
CI
 is
 s
up
po
rte
d 
by
 in
te
gr
at
ed
 
ma
na
ge
me
nt 
inf
or
ma
tio
n s
ys
-
tem
s, 
int
eg
ra
ted
 cl
ini
ca
l a
nd
 op
-
er
ati
on
s m
an
ag
em
en
t s
tru
ctu
re
, 
an
d i
nte
gr
ate
d i
nc
en
tiv
es
.
42
Sy
st
em
At
tri
bu
te
 #1
:
In
fo
rm
at
io
n 
Co
nt
in
ui
ty
At
tri
bu
te
s #
2 a
nd
 5:
 C
ar
e 
Co
or
di
na
tio
n/
Ac
co
un
ta
bi
lit
y
At
tri
bu
te
 #3
: P
ee
r R
ev
iew
 an
d 
Te
am
wo
rk
 fo
r H
ig
h 
Va
lu
e C
ar
e
At
tri
bu
te
 #4
: E
as
y A
cc
es
s t
o 
Ap
pr
op
ria
te
 C
ar
e
At
tri
bu
te
 #6
: C
on
tin
uo
us
 
In
no
va
tio
n
Kaiser Permanente 
(N. Calif. & Colo. Regions)
Cl
in
ica
l a
nd
 a
dm
in
ist
ra
 tiv
e 
in
-
for
ma
tio
n m
an
ag
e m
en
t s
ys
tem
 
in
te
gr
at
es
 E
HR
 w
ith
 C
PO
E,
 
de
cis
ion
 su
pp
or
t, p
op
ula
tio
n a
nd
 
pa
tie
nt 
pa
ne
l m
an
ag
e m
en
t to
ols
, 
ap
po
int
me
nts
, r
eg
ist
ra
tio
n, 
an
d 
bi
llin
g 
sy
st
em
s.
Pa
tie
nt
 W
eb
 p
or
ta
l f
or
 o
nl
in
e 
ac
ce
ss
 to
 he
alt
h i
nfo
rm
ati
on
, 
ap
po
int
me
nt 
sc
he
du
lin
g, 
pr
e-
sc
rip
tio
n 
re
fill
s,
 a
nd
 s
ec
ur
e 
m
es
-
sa
gin
g w
ith
 cl
ini
cia
ns
.
He
alt
h p
lan
s a
re
 ev
alu
ate
d o
n 
ho
w 
we
ll t
he
y m
an
ag
e p
ati
en
ts 
ac
ro
ss
 th
e l
ife
tim
e c
on
tin
uu
m 
of 
ca
re
 (n
ot 
jus
t a
 ca
re
 ep
iso
de
), 
in
clu
di
ng
 o
ng
oi
ng
 lin
ka
ge
 w
ith
 a
n 
ac
co
un
ta
bl
e 
pr
im
ar
y 
ca
re
 p
hy
si-
cia
n o
r t
ea
m.
St
ra
tifi
ed
 p
op
ul
at
io
n 
m
an
ag
e-
m
en
t: 
m
id
le
ve
l p
ra
ct
itio
ne
rs
 p
ro
-
vid
e c
ar
e a
nd
 ca
se
 m
an
ag
em
en
t 
an
d t
ra
ns
itio
na
l c
ar
e f
or
 pa
tie
nts
 
wi
th 
un
co
ntr
oll
ed
 di
se
as
e o
r 
co
m
pl
ex
 c
om
or
bi
di
tie
s.
Inc
ulc
ate
s a
 cu
ltu
re
 of
 gr
ou
p 
ac
co
un
ta
bi
lity
 s
up
po
rte
d 
by
 
pe
rfo
rm
an
ce
-b
as
ed
 fe
ed
ba
ck
 
an
d 
co
m
pe
ns
at
io
n 
sy
st
em
; 
id
en
tifi
es
 a
nd
 d
ev
el
op
s 
in
te
rn
al
 
cli
nic
al 
lea
de
rs.
Re
de
sig
ne
d 
ca
re
 p
ro
ce
ss
 to
 
em
ph
as
ize
 pr
oa
cti
ve
 te
am
 ap
-
pr
oa
ch
 th
at 
lev
er
ag
es
 an
cil
lar
y 
sta
ff a
nd
 in
for
ma
tio
n s
ys
tem
s t
o 
im
pr
ov
e c
lin
ica
l c
ar
e a
nd
 pa
tie
nt 
se
lf-
ca
re
.
In
st
itu
te
 fo
r C
ul
tu
ra
lly
 C
om
pe
te
nt
 
Ca
re
 d
es
ig
ns
 p
ro
gr
am
s 
an
d 
too
ls.
Q
ua
lifi
ed
 B
ilin
gu
al
 S
ta
ff 
M
od
el
 
tra
in
s 
bi
lin
gu
al
 s
ta
ff 
to
 e
nh
an
ce
 
se
rvi
ce
s.
He
al
th
 C
ar
e 
in
te
rp
re
te
r C
er
tifi
-
ca
te
 p
ro
gr
am
 m
ak
es
 m
od
el
 c
ur
-
ric
ul
um
 a
va
ila
bl
e 
na
tio
nw
id
e.
Cu
ltu
re
-s
pe
cifi
c 
cli
ni
cs
: p
at
ie
nt
s 
ca
n c
om
mu
nic
ate
 in
 na
tiv
e 
lan
gu
ag
e w
ith
 st
aff
 or
ien
ted
 to
 
cu
ltu
ra
l n
or
ms
.
A 
21
st
 C
en
tu
ry
 C
ar
e 
In
no
va
tio
n 
Pr
oj
ec
t i
de
nt
ifie
d 
sp
ec
ific
 in
-
no
va
tio
ns
 th
at 
wo
uld
 tr
an
sfo
rm
 
pr
im
ar
y 
ca
re
, e
.g
., 
e-
vis
its
, t
ea
m
 
ca
re
, m
em
be
r c
ou
nc
ils
.
Pr
om
ot
es
 c
ro
ss
-le
ar
ni
ng
 th
ro
ug
h 
in
-h
ou
se
 jo
ur
na
l, 
an
nu
al
 in
no
va
-
tio
n 
aw
ar
ds
, w
or
ks
ho
ps
, a
nd
 s
ite
 
vis
its
.
Ca
re
 M
an
ag
em
en
t I
ns
tit
ut
e 
co
n-
ve
ne
s 
m
ul
ti-
di
sc
ip
lin
ar
y 
te
am
s 
to
 d
ev
el
op
 e
vid
en
ce
-b
as
ed
 
gu
id
el
in
es
, p
ro
gr
am
s,
 a
nd
 to
ol
s;
 
id
en
tifi
es
 b
es
t p
ra
ct
ice
s 
fo
r l
oc
al
 
ad
op
tio
n.
Marshfield Clinic
EH
R 
wi
th
 d
ec
isi
on
 s
up
po
rt 
av
ai
l-
ab
le
 a
cr
os
s 
al
l C
lin
ic 
sit
es
 a
nd
 
on
 ta
bl
et
 P
Cs
 fo
r p
hy
sic
ia
ns
.
Pa
tie
nt
 W
eb
 p
or
ta
l f
or
 o
nl
in
e 
ac
ce
ss
 to
 he
alt
h i
nfo
rm
ati
on
 an
d 
re
qu
es
tin
g 
pr
es
cr
ip
tio
n 
re
fill
s.
EH
R 
ge
ne
ra
te
s 
in
te
rv
en
tio
n 
lis
t 
of
 h
ig
h-
ris
k 
pa
tie
nt
s 
to
 s
up
po
rt 
ph
ys
ici
an
s i
n p
ro
ac
tiv
e c
ar
e 
pl
an
ni
ng
 a
nd
 fo
llo
w-
up
.
Te
le
ph
on
ic 
ca
re
 m
an
ag
em
en
t b
y 
nu
rse
s f
or
 an
tic
oa
gu
lat
ion
 an
d 
he
ar
t fa
ilu
re
 pa
tie
nts
.
Ph
ys
ici
an
s a
re
 en
ga
ge
d i
n 
im
pr
ov
em
en
t t
hr
ou
gh
 g
ui
de
lin
e-
ba
se
d 
pe
rfo
rm
an
ce
 fe
ed
ba
ck
, 
co
ac
hin
g, 
an
d e
du
ca
tio
n.
Re
gi
on
al
 m
ed
ica
l d
ire
ct
or
s 
at
-
ten
d l
oc
al 
de
pa
rtm
en
tal
 m
ee
tin
gs
 
to 
sh
ar
e p
er
for
ma
nc
e r
es
ult
s 
an
d i
mp
ro
ve
me
nt 
str
ate
gie
s a
nd
 
so
lic
it 
fe
ed
ba
ck
.
Ad
va
nc
ed
 ac
ce
ss
 m
od
el 
to 
inc
re
as
e t
im
eli
ne
ss
 of
 ap
po
int
-
me
nts
 an
d c
on
tin
uit
y w
ith
 th
e 
sa
me
 ph
ys
ici
an
.
24
-h
ou
r c
al
l li
ne
: n
ur
se
s 
us
e 
EH
R 
to
 ta
ilo
r a
dv
ice
 to
 p
at
ie
nt
 
ca
re
 pl
an
, p
er
for
m 
tria
ge
 us
ing
 
on
lin
e g
uid
eli
ne
s, 
an
d s
ch
ed
ule
 
cli
nic
 ap
po
int
me
nts
 w
he
n n
ee
d-
ed
 (a
t s
ele
ct 
cli
nic
s).
Cl
in
ic 
le
ad
er
s 
ha
ve
 m
ad
e 
th
e 
ac
hi
ev
em
en
t o
f h
ig
h-
pe
rfo
r-
ma
nc
e a
n i
nte
gr
al 
pa
rt 
of 
 T
he
 
or
ga
niz
ati
on
’s 
co
re
 st
ra
teg
y a
nd
 
vis
ion
. 
Lo
ca
l s
ite
s 
ar
e 
en
ga
ge
d 
in
 re
-
de
sig
n 
ef
fo
rts
 to
 o
pt
im
ize
 w
or
k-
flo
ws
, e
.g
., 
in
cr
ea
sin
g 
di
ab
et
ic 
fo
ot
 e
xa
m
s.
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In
no
va
tio
n
New York City Health and Hospitals 
Corporation
In
te
gr
at
ed
 s
ys
te
m
-w
id
e 
EH
R 
an
d 
CP
O
E 
sy
st
em
s.
Pa
tie
nts
 in
 Q
ue
en
s a
re
 gi
ve
n 
Sm
ar
t C
ar
ds
 w
ith
 m
ed
ica
l h
is-
to
ry
; r
ea
de
rs
 in
 e
ve
ry
 Q
ue
en
s 
ER
, e
xt
en
di
ng
 to
 c
om
m
un
ity
 
pr
ov
ide
rs.
Ro
llin
g 
ou
t s
of
tw
ar
e 
fo
r c
om
-
mu
nit
y p
ro
vid
er
s t
o r
efe
r p
ati
en
ts 
to
 H
HC
 a
nd
 re
ce
ive
 e
le
ct
ro
ni
c 
re
su
lts
.
De
pl
oy
in
g 
te
le
he
al
th
 a
pp
lic
at
io
ns
 
to
 re
m
ot
el
y 
m
on
ito
r h
om
eb
ou
nd
 
pa
tie
nts
 w
ith
 ch
ro
nic
 di
se
as
es
.
Nu
rs
e 
ca
re
 m
an
ag
er
s 
co
or
di
na
te
 
ca
re
 fo
r h
ig
h-
ris
k 
or
 c
hr
on
ic 
dis
ea
se
 pa
tie
nts
, s
uc
h a
s t
ra
ns
i-
tio
ni
ng
 E
R 
pa
tie
nt
s 
to
 c
om
m
un
ity
 
ph
ys
ici
an
s a
nd
 ed
uc
ati
ng
 di
a-
be
tic
 p
at
ie
nt
s 
on
 d
ise
as
e 
se
lf-
ma
na
ge
me
nt.
Pi
lo
tin
g 
“b
rid
ge
 te
am
s”
 (s
oc
ia
l 
wo
rk
er
, fi
na
nc
ia
l c
ou
ns
el
or
, 
ph
ys
ici
an
 or
 nu
rse
) t
o f
ac
ilit
ate
 
co
mp
re
he
ns
ive
 di
sc
ha
rg
e p
lan
-
ni
ng
 a
nd
 a
m
bu
la
to
ry
 fo
llo
w-
up
 
fo
r h
ig
h-
ris
k 
in
pa
tie
nt
s.
O
ng
oi
ng
 te
am
 c
ol
la
bo
ra
tiv
es
 
de
ve
lo
p 
a 
co
m
m
on
 fr
am
ew
or
k 
fo
r r
ap
id
-c
yc
le
 im
pr
ov
em
en
ts
 in
 
ch
ro
nic
 di
se
as
e m
an
ag
em
en
t, 
cri
tic
al 
ca
re
, a
nd
 ot
he
r a
re
as
. 
M
ul
tiy
ea
r c
am
pa
ig
n 
to
 p
ro
m
ot
e 
a 
fai
r, j
us
t, o
pe
n c
ult
ur
e o
f le
ar
nin
g, 
pr
ev
en
tio
n,
 a
nd
 a
cc
ou
nt
ab
ilit
y.
He
alt
h p
lan
 qu
ali
ty 
inc
en
tiv
es
, 
re
po
rts
, a
nd
 aw
ar
ds
 fo
r 
im
pr
ov
em
en
t. 
Am
bu
la
to
ry
 c
ar
e 
re
de
sig
n 
re
du
ce
d c
lin
ic 
wa
itin
g t
im
es
, 
mi
ss
ed
 ap
po
int
 me
nts
, a
nd
 tim
e 
to 
ge
t a
n a
pp
oin
tm
en
t.
En
ha
nc
in
g 
la
ng
ua
ge
 a
nd
 in
-
ter
pr
eta
tio
n s
er
vic
es
, s
uc
h a
s 
tra
ini
ng
 fo
r m
ult
ilin
gu
al 
sta
ff a
nd
 
vo
lun
tee
rs 
an
d u
se
 of
 re
mo
te 
si-
mu
lta
ne
ou
s m
ed
ica
l tr
an
sla
tio
n.
Fr
ee
 he
alt
h s
cre
en
ing
 an
d t
es
t-
in
g 
se
rv
ice
s;
 fi
na
nc
ia
l a
ss
ist
an
ce
 
pr
og
ra
ms
.
Cr
ea
tin
g 
a 
cu
ltu
re
 th
at
 b
al
an
ce
s 
co
mp
eti
tio
n f
or
 re
pu
tat
ion
 w
ith
 
im
pe
ra
tiv
e 
fo
r c
ol
la
bo
ra
tio
n 
to
 
sh
ar
e 
ex
pe
rti
se
, b
es
t p
ra
ct
ice
s,
 
an
d 
da
ta
 fo
r i
m
pr
ov
em
en
t. 
Le
ad
-
er
s e
mp
ow
er
 fr
on
tlin
e t
ea
ms
 to
 
de
sig
n c
ha
ng
e.
St
ra
teg
ic 
us
e o
f IT
 dr
ive
s p
er
-
for
ma
nc
e i
mp
ro
ve
me
nt 
thr
ou
gh
 
ev
id
en
ce
-b
as
ed
 p
ro
to
co
ls 
an
d 
sc
re
en
in
g 
to
ol
s 
em
be
dd
ed
 in
 th
e 
EH
R
Scott & White
EH
R 
lin
ks
 m
ai
n 
ho
sp
ita
l a
nd
 
co
mm
un
ity
 cl
ini
cs
, fa
cil
ita
tin
g 
co
mm
un
ica
tio
n a
cro
ss
 th
e c
ar
e 
co
nti
nu
um
. 
Ho
sp
ita
l n
ur
se
s 
us
e 
m
ob
ile
 c
om
-
pu
ter
s f
or
 el
ec
tro
nic
 m
ed
ica
tio
n 
ad
m
in
ist
ra
tio
n 
at
 b
ed
sid
e.
 
Pr
im
ar
y c
ar
e p
hy
sic
ian
s r
ec
eiv
e 
em
ai
l n
ot
ific
at
io
ns
 o
f s
pe
cia
lis
t 
co
ns
ult
ati
on
s f
or
 th
eir
 pa
tie
nts
 
an
d f
or
 m
ed
ica
tio
n r
ec
on
cil
iat
ion
 
fol
low
ing
 ho
sp
ita
l d
isc
ha
rg
e.
On
lin
e p
or
tal
 al
low
s p
ati
en
ts 
to
 fi
nd
 a
 d
oc
to
r, 
sc
he
du
le
 a
p-
po
int
me
nts
, r
eq
ue
st 
pr
es
cri
pti
on
 
re
fill
s,
 m
ak
e 
pa
ym
en
ts
, a
nd
 le
ar
n 
ab
ou
t h
ea
lth
 to
pi
cs
.
Nu
rs
e 
ca
re
 m
an
ag
er
s 
ar
e 
em
-
be
dd
ed
 in
 tw
o 
la
rg
e 
cli
ni
cs
 to
 
wo
rk
 w
ith
 p
rim
ar
y 
ca
re
 p
hy
si-
cia
ns
 on
 pa
tie
nt 
ch
ro
nic
 di
se
as
e 
ma
na
ge
me
nt.
He
al
th
 p
la
n-
sp
on
so
re
d 
nu
rs
e 
ca
re
 m
an
ag
e r
s p
ro
vid
e t
ele
ph
on
-
ic 
su
pp
or
t fo
r c
hr
on
ic 
dis
ea
se
 
ed
uc
at
io
n,
 m
on
ito
rin
g 
an
d 
fo
llo
w-
up
 a
fte
r h
os
pi
ta
l d
isc
ha
rg
e;
 re
fe
r 
pa
tie
nts
 fo
r c
lin
ic 
ap
po
int
me
nts
 
as
 ne
ed
ed
.
Ne
w 
m
ot
he
rs
 re
ce
ive
 p
ho
ne
 
fo
llo
w-
up
 a
nd
 tr
an
sit
io
na
l s
up
po
rt 
fo
llo
wi
ng
 b
irt
h.
An
tic
oa
gu
la
tio
n 
cli
ni
cs
 s
ta
ffe
d 
by
 
ph
ar
ma
cis
ts 
or
 nu
rse
s m
on
ito
r 
pa
tie
nts
 ou
tsi
de
 th
e h
os
pit
al 
us
-
ing
 st
an
da
rd
ize
d p
ro
toc
ols
. 
Ph
ys
ici
an
s a
re
 ev
alu
ate
d 
thr
ou
gh
 an
nu
al 
cre
de
nti
ali
ng
 an
d 
pe
rfo
rm
an
ce
 re
vie
ws
 in
clu
din
g 
pa
tie
nt 
ca
re
, te
ac
hin
g, 
re
se
ar
ch
, 
an
d c
om
mu
nit
y s
er
vic
e. 
EH
R 
fa
cil
ita
te
s 
in
fo
rm
al
 p
ee
r 
re
vie
w 
an
d 
fe
ed
ba
ck
. S
om
e 
de
-
pa
rtm
en
ts
 p
er
fo
rm
 fo
rm
al
 b
lin
de
d 
pe
er
 re
vie
w 
wi
th
 fe
ed
ba
ck
 to
 
ph
ys
ici
an
s.
Di
vis
io
ns
/d
ep
ar
tm
en
ts
 c
an
 e
ar
n 
a 
20
 p
er
ce
nt
 b
on
us
 b
y 
sc
or
in
g 
90
 p
er
ce
nt
 o
r h
ig
he
r o
n 
qu
al
ity
 
tar
ge
ts 
an
d g
oa
ls.
Pa
tie
nts
 as
 P
ar
tne
rs 
pr
og
ra
m 
inv
ite
s p
ati
en
ts 
to 
sh
ar
e p
er
so
na
l 
st
or
ie
s 
of
 n
eg
at
ive
 e
xp
er
ie
nc
es
; 
les
so
ns
 le
ar
ne
d a
re
 sh
ar
ed
 
ac
ro
ss
 th
e o
rg
an
iza
tio
n t
o i
m-
pr
ov
e q
ua
lity
 an
d s
er
vic
e.
Cl
in
ic 
Am
ba
ss
ad
or
s 
gr
ee
t p
a-
tie
nts
 at
 th
e d
oo
r, d
ire
ct 
the
m 
to 
ap
po
int
me
nts
 an
d g
en
er
all
y a
ct 
to 
fac
ilit
ate
 pa
tie
nt 
co
mf
or
t a
nd
 
ac
ce
ss
.
O
ffi
ce
 o
f I
nt
er
na
tio
na
l A
ffa
irs
 
se
rv
es
 n
on
-E
ng
lis
h-
sp
ea
kin
g 
pa
-
tie
nt
s 
(p
rim
ar
ily
 fr
om
 M
ex
ico
 a
nd
 
Ko
re
a)
 w
ith
 2
4-
ho
ur
 in
te
rp
re
ta
-
tio
n 
an
d 
bi
lin
gu
al
 p
ro
vid
er
s.
Te
lem
ed
ici
ne
 pr
og
ra
m 
for
 se
lec
t 
sp
ec
ial
tie
s r
ed
uc
es
 ge
og
ra
ph
ic 
ba
rri
er
s 
fo
r p
at
ie
nt
s 
in
 re
m
ot
e 
ar
ea
s.
“T
od
ay
 C
ar
e”
 c
lin
ic 
of
fe
rs
  
wa
lk-
in
 u
rg
en
t c
ar
e 
ac
ce
ss
 
se
ve
n 
da
ys
 a
 w
ee
k.
Gr
ou
p v
isi
ts 
for
 ch
ro
nic
 di
se
as
e 
ed
uc
ati
on
.
Ev
er
y 
m
aj
or
 fa
cil
ity
 h
as
 a
 d
ire
ct
or
 
of 
qu
ali
ty 
an
d a
 Q
ua
lity
 an
d P
a-
tie
nt
 S
af
et
y 
Co
un
cil
; s
ys
te
m
wi
de
 
Q
ua
lity
 C
ou
nc
il m
on
ito
rs
 q
ua
lity
 
m
ea
su
re
s;
 a
ny
 c
or
e 
m
ea
su
re
 n
ot
 
ac
hi
ev
in
g 
90
 p
er
ce
nt
 b
ec
om
es
 
an
 o
rg
an
iza
tio
n-
wi
de
 q
ua
lity
 
im
pr
ov
em
en
t in
itia
tiv
e w
ith
 a 
fo
rm
al
ly 
ch
ar
te
re
d 
te
am
 le
d 
by
 
a p
hy
sic
ian
 an
d a
n o
pe
ra
tio
na
l 
lea
de
r.
Cl
in
ica
l S
im
ul
at
io
n 
Ce
nt
er
 is
 
us
ed
 to
 de
sig
n a
nd
 te
st 
ne
w 
pr
oc
es
se
s a
nd
 to
 pr
om
ote
 co
n-
tin
uo
us
 le
ar
nin
g f
or
 hu
ma
n e
rro
r 
pr
ev
en
tio
n.
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In
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va
tio
n
Mayo Clinic
EH
R 
ac
ce
ss
ib
le
 b
y 
al
l c
lin
ici
an
s 
at
 e
ac
h 
M
ay
o 
Cl
in
ic 
sit
e,
 w
ith
 
W
eb
-b
as
ed
 c
ro
ss
-s
ite
 lin
ka
ge
s.
Cl
in
ic-
wi
de
 te
le
ph
on
ic 
pa
gi
ng
 
sy
ste
m 
for
 ra
pid
 co
ns
ult
ati
on
s.
Im
pl
em
en
tin
g 
EH
R 
po
rta
l f
or
 
re
fer
rin
g p
hy
sic
ian
s t
o u
plo
ad
 
pa
tie
nt 
inf
or
ma
tio
n a
nd
 re
ce
ive
 
re
su
lts
 of
  T
he
 pa
tie
nt 
vis
it.
De
ve
lo
pi
ng
 e
nh
an
ce
d 
de
cis
io
n 
su
pp
or
t to
ols
 an
d p
ati
en
t p
or
tal
.
Ev
er
y 
M
ay
o 
pa
tie
nt
 is
 a
ss
ig
ne
d 
a 
co
or
din
ati
ng
 ph
ys
ici
an
 to
 en
su
re
 
tha
t th
er
e i
s a
n a
pp
ro
pr
iat
e c
ar
e 
pla
n, 
tha
t a
nc
illa
ry 
se
rvi
ce
s a
nd
 
co
ns
ult
ati
on
s a
re
 sc
he
du
led
 in
 a 
tim
ely
 fa
sh
ion
, a
nd
 th
at 
the
 pa
-
tie
nt
 re
ce
ive
s 
cle
ar
 c
om
m
un
ica
-
tio
n t
hr
ou
gh
ou
t a
nd
 at
 co
nc
lu-
sio
n o
f v
isi
t. 
Te
sti
ng
 w
ay
s t
o r
eo
rg
an
ize
 
ou
tpa
tie
nt 
vis
it t
o i
nc
re
as
e 
tim
e w
ith
 pa
tie
nts
, e
.g.
, u
se
 of
 
mi
dle
ve
l p
ra
cti
tio
ne
rs,
 el
ec
tro
nic
 
co
mm
un
ica
tio
n a
nd
 m
on
ito
rin
g 
to
 e
ng
ag
e 
pa
tie
nt
s 
in
 s
el
f-c
ar
e 
be
tw
ee
n 
vis
its
. 
Si
te
-b
as
ed
 C
lin
ica
l P
ra
ct
ice
 
Co
m
m
itt
ee
s 
ar
e 
re
sp
on
sib
le
 fo
r 
qu
ali
ty 
of 
ca
re
 at
 ea
ch
 si
te,
 in
-
clu
di
ng
 d
iss
em
in
at
io
n 
of
 e
xp
er
t-
de
ve
lop
ed
 cl
ini
ca
l p
ro
toc
ols
. 
Sy
st
em
-w
id
e 
Cl
in
ica
l P
ra
ct
ice
 
Ad
vis
or
y G
ro
up
 re
co
nc
ile
s p
ro
to-
co
ls 
ac
ro
ss
 si
tes
 an
d i
s r
es
po
n-
sib
le
 to
 B
oa
rd
 o
f G
ov
er
no
rs
 fo
r 
ov
er
all
 sy
ste
m 
qu
ali
ty.
Th
e 
EH
R 
is 
op
en
 to
 a
ll M
ay
o 
ph
ys
ici
an
s a
nd
 in
vit
es
 co
mm
en
t 
an
d 
co
lla
bo
ra
tio
n 
fro
m
 c
ar
e 
te
am
 
m
em
be
rs
.
Qu
ali
ty 
is 
re
po
rte
d i
nte
rn
all
y a
nd
 
ex
te
rn
al
ly 
to
 d
riv
e 
im
pr
ov
em
en
t.
Pa
tie
nt 
sc
he
du
lin
g s
ys
tem
 
us
es
 al
go
rith
ms
 to
 as
sig
n n
ew
 
pa
tie
nts
 to
 ph
ys
ici
an
s a
nd
 
or
ch
es
tra
te 
a p
ati
en
t’s
 tim
e a
t 
th
e 
Cl
in
ic;
 ta
ke
s 
in
to
 a
cc
ou
nt
 
th
e 
pa
tie
nt
’s 
av
ai
la
bi
lity
, t
he
 
sp
ec
ific
 ti
m
e 
an
d 
se
qu
en
cin
g 
re
qu
ire
m
en
ts
 o
f o
ffi
ce
 
co
ns
ul
ta
tio
ns
, l
ab
or
at
or
y 
te
st
s,
 
an
d p
ro
ce
du
re
s, 
an
d t
he
 tr
av
el 
tim
e 
be
tw
ee
n 
ap
po
in
tm
en
ts
.
Ce
nt
er
 fo
r T
ra
ns
la
tio
na
l S
cie
nc
e 
Ac
tiv
itie
s c
re
ate
s i
nn
ov
ati
ve
 
sy
st
em
s 
fo
r d
el
ive
rin
g 
be
ne
fit
s 
of
 
re
se
ar
ch
 d
isc
ov
er
ie
s 
in
to
 d
ay
-to
-
da
y m
ed
ica
l p
ra
cti
ce
.
Bu
ild
ing
 an
 el
ec
tro
nic
 le
ar
nin
g 
sy
st
em
 to
 s
pr
ea
d 
m
ed
ica
l k
no
wl
-
ed
ge
 s
ys
te
m
-w
id
e,
 in
 a
dd
itio
n 
to
 
ex
ist
in
g 
gr
ou
nd
 ro
un
ds
, o
nl
in
e 
cu
rri
cu
la
, i
n-
ho
us
e 
jo
ur
na
l.
Co
ns
ul
ta
tiv
e 
re
so
ur
ce
s 
fo
r s
ys
-
tem
s e
ng
ine
er
ing
 an
d i
mp
ro
ve
-
m
en
t. 
Lo
ca
l t
ea
m
s 
un
de
rta
ke
 
pi
lo
ts
; s
uc
ce
ss
fu
l p
ro
je
ct
s 
ar
e 
ta
ke
n 
to
 s
ca
le
. 
MeritCare Health System
M
er
itC
ar
e 
cli
ni
cs
 a
nd
 h
os
pi
ta
ls 
ar
e 
co
nn
ec
te
d 
via
 a
n 
EH
R 
th
at
 
in
clu
de
s 
la
bo
ra
to
ry
 te
st
 re
su
lts
, 
dig
ita
l ra
dio
log
ica
l im
ag
es
, a
nd
 
pr
om
pts
 fo
r r
ec
om
me
nd
ed
 pr
e-
ve
nti
ve
 an
d c
hr
on
ic 
ca
re
. 
Th
e 
EH
R 
st
an
da
rd
ize
s 
cli
ni
ca
l 
da
ta,
 fa
cil
ita
tes
 pr
oa
cti
ve
 pa
tie
nt 
vis
it 
pl
an
ni
ng
, a
nd
 tr
ac
ks
 c
lin
ica
l 
me
tric
s. 
Th
e 
EH
R 
is 
ac
ce
ss
ib
le
 to
 d
oc
to
rs
 
ca
rin
g 
fo
r M
er
itC
ar
e 
pa
tie
nt
s 
at
 
no
na
ffi
lia
te
d 
ho
sp
ita
ls.
Co
lla
bo
ra
te
d 
wi
th
 B
lu
e 
Cr
os
s 
Bl
ue
 S
hi
el
d 
of
 N
or
th
 D
ak
ot
a 
on
 
a c
hr
on
ic 
dis
ea
se
 m
an
ag
e m
en
t 
pi
lo
t p
ro
gr
am
 th
at
 lin
ke
d 
di
ab
et
ic 
pa
tie
nts
 to
 a 
nu
rse
 in
 th
eir
 pr
i-
ma
ry 
ca
re
 cl
ini
c, 
re
su
ltin
g i
n i
m-
pr
ov
ed
 pr
oc
es
se
s a
nd
 ou
tco
me
s 
of 
ca
re
 an
d r
ed
uc
ed
 co
sts
.
Re
st
ru
ct
ur
in
g 
to
 in
te
gr
at
e 
ve
rti
ca
l 
se
rvi
ce
 lin
es
 (e
.g.
, c
ar
dio
log
y) 
wi
th
in
 a
 h
or
izo
nt
al
 m
at
rix
 th
at
 
tra
ck
s 
ac
tu
al
 p
at
ie
nt
 e
xp
er
ie
nc
e 
wi
thi
n e
ac
h s
ett
ing
 of
 ca
re
 an
d 
ac
ro
ss
 th
e c
on
tin
uu
m 
of 
ca
re
. 
Br
in
gs
 c
ar
e 
te
am
 m
em
be
rs
 
tog
eth
er
 to
 m
ap
 an
d r
ed
es
ign
 
ca
re
 p
ro
ce
ss
es
 to
 m
ax
im
ize
 
va
lu
e 
an
d 
ef
fic
ie
nc
y 
us
in
g 
“le
an
” 
ma
nu
fac
tur
ing
 te
ch
niq
ue
s (
se
e 
At
tri
bu
te
 #
4)
. 
Int
er
na
l m
ed
ici
ne
 de
pa
rtm
en
t 
sh
ar
es
 ph
ys
ici
an
 pe
rfo
rm
an
ce
 
re
su
lts
 w
ith
in 
the
 de
pa
rtm
en
t 
to
 fo
st
er
 p
ee
r a
cc
ou
nt
ab
ilit
y, 
wi
th
 th
e 
po
ss
ib
ilit
y 
fo
r a
dd
itio
na
l 
pa
y 
ba
se
d 
on
 p
ro
du
ct
ivi
ty
 
an
d 
a 
qu
al
ity
 b
on
us
 ti
ed
 to
 
ac
hi
ev
em
en
t o
f d
ep
ar
tm
en
t-w
id
e 
pe
rfo
rm
an
ce
 ta
rg
ets
.
St
ra
teg
ic 
ini
tia
tiv
e t
o i
mp
ro
ve
 
ac
ce
ss
 an
d r
ed
uc
e w
ait
ing
 tim
es
 
at 
cri
tic
al 
po
int
s o
f c
on
tac
t s
uc
h 
as
 th
e 
ER
. 
Re
en
gi
ne
er
in
g 
ca
rd
io
lyt
e 
te
st
 
sc
he
du
lin
g r
ed
uc
ed
 ap
po
int
me
nt 
wa
itin
g 
tim
e 
fro
m
 th
re
e 
we
ek
s 
to
 
ne
xt
-d
ay
 o
r s
ec
on
d-
da
y 
ap
po
in
t-
m
en
t a
va
ila
bi
lity
.
Th
e p
sy
ch
iat
ry 
de
pa
rtm
en
t d
e-
cr
ea
se
d 
ap
po
in
tm
en
t c
al
lb
ac
k 
tim
e 
fro
m
 tw
o 
ho
ur
s 
to
 fi
ve
 
mi
nu
tes
.
Th
e 
pi
lo
t p
ar
tn
er
sh
ip
 b
et
we
en
 
M
er
itC
ar
e 
an
d 
Bl
ue
 C
ro
ss
 B
lu
e 
Sh
ie
ld
 o
f N
or
th
 D
ak
ot
a 
te
st
ed
 
ne
w 
pa
ym
en
t m
eth
od
s i
nit
ial
ly 
us
in
g 
a 
sh
ar
ed
-s
av
in
gs
 m
od
el
, 
wh
ich
 ev
olv
ed
 to
 a 
ma
na
ge
me
nt 
fee
 fo
r d
ise
as
e m
an
ag
em
en
t.
M
er
itC
ar
e’
s 
Pa
tie
nt
 a
nd
 F
am
ily
 
Ad
vis
or
y 
Co
un
cil
s 
pr
ov
id
e 
an
 
int
er
ac
tiv
e f
or
um
 fo
r r
es
po
ns
ive
 
ac
tio
n t
o i
mp
ro
ve
 ca
re
 de
liv
er
y.
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 C
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: C
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In
no
va
tio
n
Partners HealthCare
Tw
o 
pr
ef
er
re
d 
EH
R 
sy
st
em
s 
ad
op
te
d 
by
 9
0%
 o
f a
ca
de
m
ic 
ph
ys
ici
an
s 
an
d 
by
 8
0%
 o
f 
co
m
m
un
ity
-b
as
ed
 p
rim
ar
y 
ca
re
 
ph
ys
ici
an
s.
CP
O
E 
an
d 
m
ed
ica
tio
n 
ad
m
in
is-
tra
tio
n 
sy
st
em
s 
in
 a
ll a
cu
te
-c
ar
e 
ho
sp
ita
ls.
Tr
an
sit
ion
al 
ca
re
 co
or
din
ati
on
 or
 
lin
ka
ge
 fo
r c
om
m
er
cia
lly
 in
su
re
d 
pa
tie
nts
 an
d f
or
 al
l h
ea
rt 
fai
lur
e 
pa
tie
nts
.
Te
lep
ho
nic
 he
alt
h c
oa
ch
ing
 fo
r 
M
ed
ica
id
 p
at
ie
nt
s.
Pa
rtic
ipa
tin
g i
n n
ur
se
 ca
re
 m
an
-
ag
em
en
t d
em
on
st
ra
tio
n 
fo
r h
ig
h-
ris
k 
M
ed
ica
re
 b
en
efi
cia
rie
s.
M
ak
in
g 
hi
gh
 q
ua
lity
 u
ni
fo
rm
 
ac
ro
ss
 th
e 
Pa
rtn
er
s 
sy
st
em
 b
y 
co
nv
en
ing
 cl
ini
ca
l c
om
mu
nit
ies
 of
 
co
nt
en
t e
xp
er
ts
 a
cr
os
s 
in
st
itu
tio
ns
, 
es
ta
bl
ish
in
g 
sy
st
em
-w
id
e 
st
an
-
da
rd
s, 
me
as
ur
ing
 pe
rfo
rm
an
ce
, 
pr
om
oti
ng
 de
sig
n a
nd
 im
ple
me
n-
ta
tio
n 
of
 s
ys
te
m
-b
as
ed
 p
ro
gr
am
s,
 
an
d 
sh
ar
in
g 
be
st
 p
ra
ct
ice
s.
 O
ve
r 
30
0 
m
ea
su
re
s 
ar
e 
m
on
ito
re
d 
sy
st
em
-w
id
e.
Co
m
m
un
ity
 p
ar
tn
er
sh
ip
s 
to
 
eli
mi
na
te 
dis
pa
riti
es
.
Ra
pi
d 
on
lin
e 
or
 te
le
ph
on
ic 
ac
-
ce
ss
 to
 ac
ad
em
ic 
co
ns
ult
ing
 
sp
ec
ial
ist
s. 
Tig
htl
y o
rch
es
tra
ted
 co
mm
un
i-
ca
tio
n 
be
tw
ee
n 
EM
S 
an
d 
ho
sp
i-
ta
l s
ta
ff 
to
 in
cr
ea
se
 h
ea
rt 
at
ta
ck
 
su
rvi
va
l ra
tes
. 
Pa
y-
fo
r-p
er
fo
rm
an
ce
 c
on
tra
ct
s 
su
pp
or
t a
 H
igh
 P
er
for
ma
nc
e 
M
ed
ici
ne
 In
itia
tiv
e 
to
: p
ro
m
ot
e 
EH
R 
ad
op
tio
n;
 in
cr
ea
se
 p
a-
tie
nt
 s
af
et
y 
an
d 
re
du
ce
 e
rro
rs
; 
pr
om
ote
 un
ifo
rm
 hi
gh
 qu
ali
ty 
ac
ro
ss
 th
e 
sy
st
em
; b
et
te
r c
o-
or
di
na
te
 c
ar
e 
fo
r t
he
 s
ick
es
t 
pa
tie
nt
s;
 a
nd
 im
pr
ov
e 
ef
fic
ie
nt
 
us
e 
of
 h
ig
h-
co
st
 d
ru
gs
 a
nd
 ra
di
-
olo
gy
 te
sts
.
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n
Hill Physicians Medical Group (IPA)
Fin
an
cia
l in
ce
nti
ve
s a
nd
 tr
ain
ing
 
su
pp
or
t t
o 
fo
st
er
 E
HR
 a
do
pt
io
n 
by
 m
em
be
r-p
hy
sic
ia
ns
.
Se
cu
re
 el
ec
tro
nic
 m
es
sa
g-
in
g 
sy
st
em
 u
se
d 
by
 s
om
e 
m
em
be
r-p
hy
sic
ia
ns
 to
 c
on
du
ct
 
e-
pr
es
cr
ib
in
g,
 e
-c
on
su
lta
tio
ns
, 
e-
re
fe
rra
ls.
W
eb
-b
as
ed
 re
gi
st
ry
 s
ys
te
m
 
us
ed
 b
y 
so
m
e 
m
em
be
r-p
hy
si-
cia
ns
 a
s 
a 
ba
sic
 c
lin
ica
l s
up
po
rt 
too
l.
W
el
co
m
e 
Ho
m
e 
pr
og
ra
m
 fa
cil
i-
tat
es
 pa
tie
nt 
tra
ns
itio
n f
ro
m 
ho
s-
pi
ta
l t
o 
ho
m
e,
 re
ce
nt
ly 
do
ub
lin
g 
th
e 
nu
m
be
r o
f d
isc
ha
rg
ed
 p
at
ie
nt
s 
wh
o a
re
 co
nta
cte
d f
or
 fo
llo
w 
up
.
Co
or
di
na
te
d 
pa
tie
nt
 o
ut
re
ac
h 
ca
mp
aig
ns
 vi
a m
ail
 or
 ph
on
e.
Ca
ta
st
ro
ph
ic 
ca
re
 m
an
ag
em
en
t 
us
ing
 pr
ed
ict
ive
 m
od
eli
ng
 to
ols
 to
 
id
en
tif
y 
pa
tie
nt
s 
at
 ri
sk
 fo
r f
ut
ur
e 
hig
h u
tili
za
tio
n o
f c
ar
e.
Pa
rti
cip
at
io
n 
in
 C
al
ifo
rn
ia
 Q
ua
lity
 
Co
lla
bo
ra
tiv
e 
de
ve
lo
pe
d 
ph
ys
ici
an
 
ch
am
pio
ns
 to
 le
ad
 in
ter
na
l q
ua
lity
 
co
lla
bo
ra
tiv
e 
fo
cu
se
d 
on
 im
pr
ov
-
in
g 
di
ab
et
es
 c
ar
e.
 
Ro
bu
st
 in
te
rn
al
 p
er
fo
rm
an
ce
 
in
ce
nt
ive
s 
ba
se
d 
on
 u
tili
za
tio
n,
 
cli
nic
al 
qu
ali
ty,
 ci
tiz
en
sh
ip 
(e
.g.
, IT
 
us
e)
 a
lig
ne
d 
wi
th
 e
xt
er
na
l in
ce
n-
tiv
es
 (I
nte
gr
ate
d H
ea
lth
ca
re
 A
s-
so
cia
tio
n)
.
So
m
e 
m
em
be
r-p
hy
sic
ia
ns
 u
se
 
se
cu
re
 m
es
sa
gin
g t
o c
om
mu
ni-
ca
te 
wi
th 
pa
tie
nts
, e
.g.
, s
en
din
g 
la
b 
re
su
lts
 a
nd
 p
re
ve
nt
ive
 c
ar
e 
re
mi
nd
er
s.
Pa
tie
nts
 ca
n u
se
 se
cu
re
 m
es
-
sa
gin
g t
o s
ch
ed
ule
 ap
po
int
-
me
nts
 an
d r
ec
eiv
e a
pp
oin
tm
en
t 
re
mi
nd
er
s.
IP
A 
em
plo
ys
 re
gio
na
l h
ea
lth
 
ed
uc
ato
rs 
wh
o a
ct 
as
 ch
an
ge
 
ag
en
ts
 to
 h
el
p 
m
em
be
r-
ph
ys
ici
an
s i
mp
le m
en
t p
ra
cti
ce
 
re
de
sig
n, 
dis
ea
se
 m
an
ag
em
en
t, 
an
d p
re
ve
nti
ve
 ca
re
.
IP
A 
ma
na
ge
me
nt 
sta
ff m
em
-
be
rs
 a
re
 e
m
po
we
re
d 
to
 w
or
k 
to
ge
th
er
 to
 m
ak
e 
ch
an
ge
s 
an
d 
pr
oa
cti
ve
ly 
im
pr
ov
e c
ar
e p
ro
-
ce
ss
es
.
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tio
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North Dakota: Rural Cooperative Networks
Th
e 
No
rth
we
st
er
n 
No
rth
 D
ak
ot
a 
In
fo
rm
at
io
n 
Te
ch
no
lo
gy
 N
et
wo
rk
 
is 
fac
ilit
ati
ng
 de
ve
lop
me
nt 
of 
an
 
EH
R 
am
on
g 
10
 c
rit
ica
l a
cc
es
s 
ho
sp
ita
ls 
an
d a
 te
rtia
ry 
ho
sp
ita
l, 
bu
ild
in
g 
on
 a
 s
uc
ce
ss
fu
l c
ol
-
la
bo
ra
tio
n 
be
tw
ee
n 
tw
o 
cr
itic
al
 
ac
ce
ss
 ho
sp
ita
ls 
tha
t r
ea
liz
ed
 
ef
fic
ie
nc
ie
s 
by
 s
ha
rin
g 
ha
rd
wa
re
 
an
d s
oft
wa
re
.
Sm
all
 cr
itic
al 
ac
ce
ss
 ho
sp
ita
ls 
ac
t a
s a
 “h
ea
lth
 ca
re
 ce
ntr
al”
 
for
 ru
ra
l c
om
mu
nit
ies
, p
ro
vid
ing
 
em
er
ge
nc
y, 
in
pa
tie
nt
, s
kil
le
d 
nu
rsi
ng
, a
nd
 ho
me
 ca
re
 fr
om
 a 
sin
gl
e 
lo
ca
tio
n.
 M
an
y 
CA
Hs
 in
 
No
rth
 D
ak
ot
a 
ar
e 
pa
rt 
of
 fo
rm
al
 
ne
tw
or
ks
 th
at
 fa
cil
ita
te
 im
pr
ov
ed
 
co
or
din
ati
on
, q
ua
lity
, a
nd
 ef
-
fic
ie
nc
y.
W
es
t R
ive
r H
ea
lth
 S
er
vic
es
 
co
or
din
ate
s a
 co
nti
nu
um
 of
 ca
re
 
ac
ro
ss
 a 
lar
ge
 ru
ra
l a
re
a t
hr
ou
gh
 
a m
ult
idi
sc
ipl
ina
ry 
gr
ou
p o
f 
ph
ys
ici
an
s w
ho
 su
pp
or
t m
idl
ev
el 
pr
ac
titi
on
er
s i
n s
ate
llit
e c
lin
ics
.
No
rth
la
nd
 H
ea
lth
ca
re
 A
llia
nc
e 
sh
ar
es
 re
so
ur
ce
s, 
inf
ra
str
uc
tur
e, 
an
d 
ex
pe
rti
se
 to
 s
tre
ng
th
en
 
co
lla
bo
ra
tio
n 
ac
ro
ss
 a
 v
irt
ua
l 
ne
tw
or
k 
of
 2
5 
ho
sp
ita
ls 
an
d 
lo
ng
-
te
rm
 c
ar
e 
fa
cil
itie
s 
(s
ee
 A
ttr
ib
ut
e 
#4
).
W
ith
in
 W
es
t R
ive
r H
ea
lth
 
Se
rvi
ce
s, 
sh
ar
ed
 pa
tie
nts
 an
d 
sh
ar
ed
 re
so
ur
ce
s f
ac
ilit
ate
 th
e 
ne
tw
or
k’s
 a
im
s 
of
 q
ua
lity
 fi
rs
t, 
ex
ce
lle
nc
e 
in
 c
ar
e,
 in
no
va
tio
n 
in
 
se
rv
ice
, a
nd
 tr
ea
tin
g 
pa
tie
nt
s 
lik
e 
fam
ily
.
No
rth
la
nd
 H
ea
lth
ca
re
 A
llia
nc
e 
cr
ea
te
d 
a 
m
ob
ile
 m
ag
ne
tic
 re
so
-
na
nc
e 
im
ag
in
g 
(M
RI
) s
er
vic
e 
th
at
 
let
s r
ur
al 
pa
tie
nts
 re
ce
ive
 ca
re
 
in 
the
ir c
om
mu
nit
y a
t lo
we
r c
os
t 
tha
n i
f th
ey
 w
er
e r
efe
rre
d o
uts
ide
 
the
ir c
om
mu
nit
y.
In
 th
e 
Ru
ra
l M
en
ta
l H
ea
lth
 C
on
-
so
rti
um
, m
as
te
rs
-le
ve
l c
lin
ica
l 
nu
rse
 sp
ec
ial
ist
s p
ro
vid
e o
ns
ite
 
as
se
ss
me
nt,
 in
ter
ve
nti
on
, a
nd
 
on
go
ing
 m
an
ag
em
en
t s
er
vic
es
 
to 
pa
tie
nts
 in
 fo
ur
 ge
og
ra
ph
ica
lly
 
iso
lat
ed
 co
mm
un
itie
s.
Te
lem
ed
ici
ne
 fa
cil
ita
tes
 ac
ce
ss
 
to 
me
dic
al 
an
d m
en
tal
 he
alt
h 
se
rvi
ce
s a
cro
ss
 a 
wi
de
 ge
o-
gr
ap
hi
c 
ar
ea
, p
er
m
its
 e
ffi
cie
nt
 
m
on
ito
rin
g 
of
 h
om
e-
bo
un
d 
pa
tie
nt
s,
 a
nd
 a
vo
id
s 
th
e 
bu
rd
en
 
of
 lo
ng
-d
ist
an
ce
 tr
av
el
 th
at
 c
an
 
di
sc
ou
ra
ge
 c
ar
e-
se
ek
in
g.
Th
e 
No
rth
 D
ak
ot
a 
Te
le
ph
ar
m
ac
y 
Pr
oje
ct 
us
es
 te
ch
no
log
ica
l 
inn
ov
ati
on
 to
 pr
om
ote
 
ac
ce
ss
 to
 a 
lim
ite
d r
es
ou
rce
 
(p
ha
rm
ac
ist
s) 
in 
ru
ra
l, 
un
de
rse
rve
d c
om
mu
nit
ies
. A
 
lic
en
se
d p
ha
rm
ac
ist
 at
 a 
ce
ntr
al 
ph
ar
ma
cy
 su
pe
rvi
se
s t
he
 
pr
oc
es
sin
g 
of
 p
re
sc
rip
tio
ns
 b
y 
a 
re
gis
ter
ed
 ph
ar
ma
cy
 te
ch
nic
ian
 
at 
re
mo
te 
tel
ep
ha
rm
ac
ies
 an
d 
ru
ra
l h
os
pit
als
.
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Community Care of 
North Carolina
Pl
an
s t
o u
se
 sa
vin
gs
 fr
om
 ot
he
r 
ini
tia
tiv
es
 to
 pr
om
ote
 th
e a
do
pti
on
 
of
 E
HR
 a
m
on
g 
lo
ca
l e
ss
en
tia
l 
pr
ov
ide
rs.
Pa
rtn
er
in
g 
wi
th
 B
lu
e 
Cr
os
s 
Bl
ue
 
Sh
iel
d t
o p
ro
mo
te 
ele
ctr
on
ic 
pr
e-
sc
rib
in
g 
st
at
ew
id
e 
wi
th
 p
la
nn
ed
 
ed
uc
ati
on
al,
 te
ch
nic
al,
 an
d g
ra
nt 
su
pp
or
t.
Ca
re
 m
an
ag
er
s 
in
 re
gi
on
al
 n
et
-
wo
rk
s 
us
e 
a 
co
m
m
on
 W
eb
-b
as
ed
 
ca
se
 m
an
ag
em
en
t in
for
ma
tio
n 
sy
st
em
 to
 tr
ac
k 
pa
tie
nt
s 
an
d 
th
ei
r 
as
se
ss
me
nts
, fa
cil
ita
te 
ca
re
 pl
an
-
ni
ng
, a
nd
 e
na
bl
e 
se
cu
re
 m
es
-
sa
gin
g.
De
ve
lo
ps
 a
nd
 d
iss
em
in
at
es
 
re
so
ur
ce
s a
nd
 to
ols
 to
 su
pp
or
t 
po
pu
la
tio
n-
he
al
th
 m
an
ag
em
en
t 
fo
r M
ed
ica
id
 p
at
ie
nt
s.
Lo
ca
l n
et
wo
rk
s 
hi
re
 n
ur
se
 c
as
e 
m
an
ag
er
s 
wh
o 
wo
rk
 in
 c
on
ce
rt 
wi
th
 p
hy
sic
ia
ns
 to
 id
en
tif
y 
hi
gh
-
ris
k 
pa
tie
nt
s,
 a
ss
ist
 in
 p
at
ie
nt
 e
du
-
ca
tio
n 
an
d 
fo
llo
w-
up
, c
oo
rd
in
at
e 
ca
re
 an
d h
elp
 pa
tie
nts
 ac
ce
ss
 
se
rvi
ce
s. 
Ne
tw
or
ks
 c
ol
la
bo
ra
te
 w
ith
 o
th
er
 
co
mm
un
ity
 ag
en
cie
s (
su
ch
 as
 
the
 lo
ca
l h
ea
lth
 de
pa
rtm
en
t a
nd
 
me
nta
l h
ea
lth
 ag
en
cy
) t
o c
oo
rd
i-
na
te 
ca
re
,
Ne
tw
or
k 
cli
ni
ca
l d
ire
ct
or
s 
id
en
tif
y 
be
st
 p
ra
ct
ice
 m
od
el
s 
an
d 
cr
ea
te
 
sy
st
em
-w
id
e 
qu
al
ity
 m
ea
su
re
s 
an
d i
nit
iat
ive
s.
Re
gi
on
al
 m
ed
ica
l m
an
ag
e m
en
t 
co
mm
itte
es
 an
d q
ua
lity
 im
pr
ov
e-
me
nt 
pla
nn
ing
 gr
ou
ps
 im
ple
me
nt 
ini
tia
tiv
es
 lo
ca
lly
.
Lo
ca
l c
lin
ica
l d
ire
ct
or
s 
wo
rk
 w
ith
 
pe
er
s i
n t
he
 co
mm
un
ity
 to
 su
pp
or
t 
an
d e
nc
ou
ra
ge
 qu
ali
ty 
im
pr
ov
e-
me
nt 
eff
or
ts.
Ph
ys
ici
an
s r
ec
eiv
e c
om
pa
ra
tiv
e 
pe
rfo
rm
an
ce
 p
ro
file
s 
(c
om
pi
le
d 
by
 th
e 
CC
NC
 c
en
tra
l o
ffi
ce
) t
o 
m
ot
iva
te
 im
pr
ov
em
en
t o
n 
ne
tw
or
k 
ini
tia
tiv
es
.
Ea
ch
 C
CN
C 
pa
tie
nt
 s
el
ec
ts
 o
r i
s 
as
sig
ne
d a
 pr
im
ar
y c
ar
e p
hy
si-
cia
n w
ho
 se
rve
s a
s a
 “m
ed
ica
l 
ho
me
” p
ro
vid
ing
 ac
ute
 an
d 
pr
ev
en
tiv
e c
ar
e a
nd
 fa
cil
ita
tin
g 
ac
ce
ss
 to
 sp
ec
ial
ty 
ca
re
 an
d 
af
te
r-h
ou
rs
 c
ov
er
ag
e.
Ne
tw
or
ks
 w
or
k 
wi
th
 th
ei
r “
m
ed
ica
l 
ho
me
s” 
to 
inc
re
as
e a
fte
r h
ou
rs 
an
d 
we
ek
en
d 
av
ai
la
bi
lity
.
M
en
ta
l h
ea
lth
 in
te
gr
at
io
n 
pi
lo
t 
co
-lo
ca
te
s 
be
ha
vio
ra
l h
ea
lth
 
sp
ec
ial
ist
s i
n p
rim
ar
y c
ar
e a
nd
 
re
ve
rs
e 
co
-lo
ca
te
s 
pr
im
ar
y 
ca
re
 
ph
ys
ici
an
s 
in
 b
eh
av
io
ra
l h
ea
lth
 
pr
ac
tic
es
.
Inn
ov
ati
ve
 de
liv
er
y m
od
el 
in-
co
rp
or
at
es
 p
rin
cip
le
s 
of
 p
ub
lic
-
pr
iva
te 
pa
rtn
er
sh
ip,
 ph
ys
ici
an
 
lea
de
rsh
ip,
 qu
ali
ty 
an
d p
op
ula
 tio
n 
m
an
ag
e m
en
t, 
sh
ar
ed
 re
sp
on
sib
il-
ity
 an
d i
nc
en
tiv
es
.
Ch
ro
ni
c 
di
se
as
e 
in
itia
tiv
es
 h
av
e 
inc
re
as
ed
 ad
he
re
nc
e t
o c
lin
ica
l 
gu
ide
lin
es
 an
d i
mp
ro
ve
d o
ut-
co
m
es
 s
uc
h 
as
 re
du
ce
d 
as
th
m
a-
re
la
te
d 
ER
 v
isi
ts
 a
nd
 h
os
pi
ta
liz
a-
tio
ns
.
Bu
ild
s 
su
st
ai
na
bl
e 
co
m
m
un
ity
 
ba
se
d 
in
fra
st
ru
ct
ur
e 
to
 la
un
ch
 
oth
er
 he
alt
h i
nit
iat
ive
s.
